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E PROCARDIA XIL’ (nifedipine) lowers elevated blood pressure (BP), 
whether baseline elevations are mild to moderate, or severe? 





5 Whatever the level of baseline elevation, you can depend on 
an appropriate, 24-hour measured response? 
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Multicenter, open-label study of the efficacy and safety of PROCARDIA XL included 1155 patients with mild to moderate hypertension 
(sitting diastolic BP between 95 and 110 mm Hg). After a 2-wk placebo period, PROCARDIA XL was started at 30 mg qd and titrated 
to a maximum dose of 180 mg qd over 1-6 wk to achieve goal BP (sitting diastolic BP<90 mm Hg and a 210 mm Hg reduction from 
baseline); 1136 patients were evaluated at their final visit for changes in systolic BP. One 30-mg-qd adjustment of PROCARDIA XL was 
permitted during the 12-wk efficacy phase. All BP measurements were made 24 h after the last drug dose. Mean dose at final visit: 


83+47 mg qd. (Data on file.) 





Once-a-Day 


Procardia XL 


(nifedioine) Extended Release 


Tablets 30 mg, 60mg and 90 mg GITS 


Handles their pressure, whatever the level 


Please see brief summary of prescribing information on adjacent page. 


Ihe Measured Response of 
Once-a-Day 


Procardia) 


mifedioine) Extended Release 
Tablets 30 mg, 60 mg and 90 mg GITS 


HANDLES THEIR PRESSURE, 
WHATEVER THE LEVEL 
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Whatever Their Baseline Elevations, Start Your Hypertensive Patients 


on Convenient, Once-a-Day PROCARDIA XL 


lf Start patients on a single 30-mg or 60-mg PROCARDIA XL Extended Release Tablet, 
swallowed whole, once a day, and titrate as clinically warranted 


8 In hypertension, doses above 120 mg are not recommended 


Wi Side effects include peripheral edema, which is not associated with fluid retention, and headache 


PROCARDIA XL Also Provides 24-Hour Control of Angina‘ 


8i In angina, doses above 90 mg should be used with caution and only when clinically warranted 
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ventricular structure, hemodynamics and neurohormones after one year of calcium entry blocker therapy for severe hypertension. / Am Coll Cardiol. February 1990;1 (abstract 
issue):2124A. 3. Data on file. Pfizer Inc, New York, NY. 4. Bittar N. Usefulness of nifedipine for myocardial ischemia and the nifedipine gastrointestinal therapeutic system. Am J Cardiol. 
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Brief Summary 

PROCARDIA XL® (nifedipine) Extended Release Tablets 
CONTRAINDICATIONS: Known hypersensitivity reaction to nifedipine. 
WARNINGS: Excessive Hypotension: Although in most angina patients the hypotensive effect of nifedipine is modest and well 
tolerated, occasional patients have had excessive and poorly tolerated hypotension. These responses have usually occurred 
during initial titration or at the time of subsequent upward dosage adjustment, and may be more likely in patients on concomitant 
beta blockers. 

Severe hypotension and/or increased fluid volume requirements have been reported in patients receiving nifedipine together 
with a beta-blocking agent who underwent coronary artery bypass surgery using high dose fentanyl anesthesia. The interaction 
with high dose fentanyl appears to be due to the combination of nifedipine and a beta blocker, but the possibility that it may occur 
with nifedipine alone, with low doses of fentanyl, in other surgical procedures, or with other narcotic analgesics cannot be ruled 
out. In nifedipine-treated patients where surgery using high dose fentanyl anesthesia is contemplated, the physician should be 
aware of these potential problems and if the patient's condition permits, sufficient time (at least 36 hours) should be allowed for 
nifedipine to be washed out of the body prior to surgery. 

The following information should be taken into account in those patients who are being treated for hypertension as well as 
angina: 
iniased Angina and/or Myocardial Infarction: Rarely, patients, particularly those who have severe obstructive coronary artery 
disease, have developed well documented increased frequency, duration and/or severity of angina or acute myocardial infarction 
on starting nifedipine or at the time of dosage increase. The mechanism of this effect is not established. 

Bela Blocker Withdrawal: It is important to taper beta blockers if possible, rather than stopping them abruptly before beginning 
nifedipine. Patients recently withdrawn from beta blockers may develop a withdrawal syndrome with increased angina, probably 
related to increased sensitivity to catecholamines. Initiation of nifedipine treatment will not prevent this occurrence and on occa- 
sion has been reported to increase it. 

Congestive Heart Failure: Rarely, patients usually receiving a beta blocker, have developed heart failure after beginning nifedi- 
pine. Patients with tight aortic stenosis may be at greater risk for such an event, as the unloading effect of nifedipine would be 
expected to be of less benefit to those patients, owing to their fixed impedance to flow across the aortic valve. 

PRECAUTIONS: General—Hypotension: Because nifedipine decreases peripheral vascular resistance, careful monitoring of 
blood pressure during the initial administration and titration of nifedipine is suggested. Close observation is especially recom- 
mended for patients already taking medications that are known to lower blood pressure. (See WARNINGS.) 

Peripheral Edema: Mild to moderate peripheral edema occurs in a dose dependent manner with an incidence ranging from 
approximately 10% to about 30% at the highest dose studied (180 mg). It is a localized phenomenon thought to be associated 
with vasodilation of dependent arterioles and small blood vessels and not due to left ventricular dysfunction or generalized fluid 
retention. With patients whose angina or hypertension is complicated by congestive heart failure, care should be taken to differ- 
entiate this peripheral edema from the effects of increasing left ventricular dysfunction. 

Other: As with any other non-deformable material, caution should be used when administering PROCARDIA XL in patients with 
preexisting severe gastrointestinal narrowing (pathologic or iatrogenic). There have been rare reports of obstructive symptoms in 
patients with known strictures in association with the ingestion of PROCARDIA XL. 

Laboratory Tests: Rare, usually transient, but occasionally significant elevations of enzymes such as alkaline phosphatase, CPK, 
LDH, SGOT, and SGPT have been noted. The relationship to nifedipine therapy is uncertain in most cases, but probable in some. 
These laboratory abnormalities have rarely been associated with clinical symptoms; however, cholestasis with or without jaundice 
has been reported. A small (5.4%) increase in mean alkaline phosphatase was noted in patients treated with PROCARDIA XL. This 
was an isolated finding not associated with clinical symptoms and it rarely resulted in values which fell outside the normal range. 
Rare instances of allergic hepatitis have been reported. In controlled studies, PROCARDIA XL did not adversely affect serum uric 
acid, glucose, or cholesterol. Serum potassium was unchanged in patients receiving PROCARDIA XL in the absence of concomi- 
tant diuretic therapy, and slightly decreased in patients receiving concomitant diuretics. 

Nifedipine, like other calcium channel blockers, decreases platelet aggregation in vitro. Limited clinical studies have demon- 
strated a moderate but statistically significant decrease in platelet aggregation and increase in bleeding time in some nifedipine 
patients. This is thought to be a function of inhibition of calcium transport across the platelet membrane. No clinical significance 
for these findings has been demonstrated. 

Positive direct Coombs test with/without hemolytic anemia has been reported but a causal relationship between nifedipine 
administration and positivity of this laboratory test, including hemolysis, could not be determined. 

Although nifedipine has been used safely in patients with renal dysfunction and has been reported to exert a beneficial effect in 

certain cases, rare reversible elevations in BUN and serum creatinine have been reported in patients with pre-existing chronic renal 
insufficiency. The relationship to nifedipine therapy is uncertain in most cases but probable in some. 
Drug Interactions—Beta-adrenergic blocking agents: (See WARNINGS) Experience in over 1400 patients with Procardia’ cap- 
sules in a noncomparative clinical trial has shown that concomitant administration of nifedipine and beta-blocking agents is usual- 
ly well tolerated but there have been occasional literature reports suggesting that the combination may increase the likelihood of 
congestive heart failure, severe hypotension, or exacerbation of angina. 

Long Acting Nitrates: Nifedipine may be safely co-administered with nitrates, but there have been no controlled studies to eval- 
uate the antianginal effectiveness of this combination. 

Digitalis: Administration of nifedipine with digoxin increased digoxin levels in nine of twelve normal volunteers. The average 
increase was 45%. Another investigator found no increase in digoxin levels in thirteen patients with coronary artery disease. In an 
uncontrolled study of over two hundred patients with congestive heart failure during which digoxin blood levels were not mea- 
sured, digitalis toxicity was not observed. Since there have been isolated reports of patients with elevated digoxin levels, it is rec- 
ommended that digoxin levels be monitored when initiating, adjusting, and discontinuing nifedipine to avoid possible over- or 
under-digitalization. 


For Oral Use 


Coumarin Anticoagulants: There have been rare reports of increased prothrombin time in patients taking coumarin anticoagu- 
lants to whom nifedipine was administered. However, the relationship to nifedipine therapy is uncertain. 

Cimetidine: A study in six healthy volunteers has shown a significant increase in peak nifedipine plasma levels (80%) and area- 
under-the-curve (74%), after a one week course of cimetidine at 1000 mg per day and nifedipine at 40 mg per day. Ranitidine pro- 
duced smaller, non-significant increases. The effect may be mediated by the known inhibition of cimetidine on hepatic 
cytochrome P-450, the enzyme system probably responsible for the first-pass metabolism of nifedipine. If nifedipine therapy is 
initiated in a patient currently receiving cimetidine, cautious titration is advised. 

Carcinogenesis, Mutagenesis, Impairment of Fertility: Nifedipine was administered orally to rats, for two years and was not 
shown to be carcinogenic. When given to rats prior to mating, nifedipine caused reduced fertility ata dose approximately 30 times 
the maximum recommended human dose. /n vivo mutagenicity studies were negative. 
Pregnancy: Pregnancy Category C. Nifedipine has been shown to be teratogenic in rats when given in doses 30 times the maximum 
recommended human dose. Nifedipine was embryotoxic (increased fetal resorptions, decreased fetal weight, increased stunted 
forms, increased fetal deaths, decreased neonatal survival) in rats, mice, and rabbits at doses of from 3 to 10 times the maximum 
recommended human dose. In pregnant monkeys, doses 2/3 and twice the maximum recommended human dose resulted in small 
placentas and underdeveloped chorionic villi. In rats, doses three times maximum human dose and higher caused prolongation of 
regnancy. There are no adequate and well controlled studies in pregnant women. PROCARDIA XL* (nifedipine) Extended Release 
ablets should be used during pregnancy only if the potential benefit justifies the potential risk to the fetus. 
ADVERSE EXPERIENCES: Over 1000 patients from both controlled and open trials with PROCARDIA XL Extended Release Tablets 
in hypertension and angina were included in the evaluation of adverse experiences. All side effects reported during PROCARDIA XL 
Extended Release Tablet therapy were tabulated independent of their causal relation to medication. The most common side effect 
reported with PROCARDIA XL was edema which was dose related and ranged in frequency from approximately 10% to about 30% 
at the highest dose studied (180 mg). Other common adverse experiences reported in placebo-controlled trials include: headache 
(15.8%, compared to 9.8% placebo incidence), fatigue (5.9%, compared to 4.1% placebo incidence), dizziness (4.1%, compared 
to 4.5% placebo incidence), constipation (3.3%, compared to 2.3% placebo incidence), and nausea (3.3%, compared to 1.9% 
placebo incidence). Of these, only edema and headache were more common in PROCARDIA XL patients than placebo patients. 

The following adverse reactions occurred with an incidence of less than 3.0%. With the exception of leg cramps, the incidence 
of these side effects was similar to that of placebo alone: body as a whole/systemic : asthenia, flushing, pain; cardiovascular: pal- 
pitations; central nervous system: insomnia, nervousness, paresthesia, somnolence; dermatologic : pruritus, rash; gastrointesti- 
nal: abdominal pain, diarrhea, dry mouth, dyspepsia, flatulence; musculoskeletal: arthralgia, leg cramps; respiratory : chest pain 
(nonspecific), dyspnea; urogenital: impotence, polyuria 

Other adverse reactions were reported sporadically with an incidence of 1.0% or less. These include: body as a whole/systemic 
face edema, fever, hot flashes, malaise, periorbital edema, rigors; cardiovascular : arrhythmia, hypotension, increased angina, 
tachycardia, syncope; central nervous system : anxiety, ataxia, decreased libido, depression, hypertonia, hypoesthesia, migraine, 
paroniria, tremor, vertigo; dermato/ogic: alopecia, increased sweating, urticaria, purpura; gastrointestinal: eructation, gastro- 
esophageal reflux, gum hyperplasia, melena, vomiting, weight increase; musculoskeletal: back pain, gout, myalgias: respiratory : 
coughing, epistaxis, upper respiratory tract infection, respiratory disorder, sinusitis; special senses : abnormal lacrimation, abnor- 
mal vision, taste perversion, tinnitus; urogenital/reproductive: breast pain, dysuria, hematuria, nocturia 

rni experiences which occurred in less than 1 in 1000 patients cannot be distinguished from concurrent disease states or 
medications. 

The following adverse experiences, reported in less than 1% of patients, occurred under conditions (e.g., open trials, marketing 
experience) where a causal relationship is uncertain: gastrointestinal irritation, gastrointestinal bleeding. 

In multiple-dose U.S. and foreign controlled studies with nifedipine capsules in which adverse reactions were reported sponta- 
neously, adverse effects were frequent but generally not serious and rarely required discontinuation of therapy or dosage adjust- 
ment. Most were expected consequences of the vasodilator effects of Procardia. Adverse experiences reported in placebo-con- 
trolled trials include: dizziness, lightheadedness, and giddiness (27%, compared to 15% placeoo incidence); flushing, heat sensa- 
tion (25%, compared to 8% placebo incidence); headache (23%, compared to 20% placebo incidence); weakness (12%, com- 
pared to 10% placebo incidence); nausea, heartburn (11%, compared to 8% placebo incidence); muscle cramps, tremor (8%, 
compared to 3% placebo incidence); peripheral edema (7%, compared to 1% placebo incidence); nervousness, mood changes 
(7%, compared to 4% placebo incidence); palpitation (7%, compared to 5% placebo incidence); dyspnea, cough, and wheezing 
(6%, compared to 3% placebo incidence); and nasal congestion, sore throat (6%, compared to 8% placebo incidence). 

There is also a large uncontrolled experience in over 2100 patients in the United States. Most of the patients had vasospastic or 
resistant angina pectoris, and about half had concomitant treatment with beta-adrenergic blocking agents. The relatively common 
adverse events were similar in nature to those seen with PROCARDIA XL. 

In addition, more serious adverse events were observed, not readily distinguishable from the natural history of the disease in 
these patients. !t remains possible, however, that some or many of these events were drug related. Myocardial infarction 
occurred in about 4% of patients and congestive heart failure or pulmonary edema in about 2%. Ventricular arrhythmias or con- 
duction disturbances each occurred in fewer than 0.5% of patients 

In a subgroup of over 1000 patients receiving Procardia with concomitant beta blocker therapy, the pattern and incidence of 
adverse experiences was not different from that of the entire group of Procardia treated patients (See PRECAUTIONS. ) 

In a subgroup of approximately 250 patients with a diagnosis of congestive heart failure as well as angina, dizziness or light- 
headedness, peripheral edema, headache or flushing each occurred in one in eight patients. Hypotension occurred in about one in 
20 patients. Syncope occurred in approximately one patient in 250. Myocardial infarction or symptoms of congestive heart failure 
each occurred in about one patient in 15. Atrial or ventricular dysrhythmias each occurred in about one patient in 150. 

In post-marketing experience, there have been rare reports of exfoliative dermatitis caused by nifedipine. 


More detailed professional information available on request. Revised July 1990 
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COMING EVENTS 


OVERVIEW 


A QUESTION OF ETHICS 

E GOODMAN 

The increased capability of computational diagnosis brings with it a host 
of questions. 


PERIPHERALS 


ECGs IN A PAPERLESS OFFICE 

E ABDULLA 

Innovative, card-based system offers efficient, low-cost option for tracking 
electrocardiograms. 





MEDICAL OFFICE MANAGEMENT 


THE FORM OF THE FUTURE 
B SCHWERZLER 
Med Express brings old-fashioned paper-based office into the electronic age. 


NEW DEVELOPMENTS 


THE RECESSION ADVANTAGE 

E HEINZE 

Economic hard times make this a good time for physicians to take the 
plunge to computers. 


HOSPITALS 


COMPUTERS IN QUALITY ASSESSMENT 

B CITROME 

As part of the push toward quality control, hospital designs system to 
track data on trends. 


SOFTWARE 


IT’S IN THE CARDS 

BH BOWER 

Physician uses HyperCard to develop office management software to 
meet the specific needs of his practice. 
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LYTEC MEDICAL 


FOR WINDOWS! 


Introducing Lytec Medical for Windows, a bold new advancement in practice management 
software. Lytec Medical for Windows boasts all of the features that made its predecessor, 
Lytec Medical for DOS a top seller, but adds the convenience and ease of Windows. What's more, 
the multi-user capabilities of Lytec make it easy for you to share information with other computers 
using either Lytec Medical for Windows or Lytec Medical for DOS! 





But don't take our word for it. Try Lytec Medical for Windows risk free for 60 days. If you 
are not convinced that it is the most-powerful, easiest-to-use practice management system available, 
return it for a full refund of the purchase price. 


Standard Features Include: 
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Patient and insurance billing Fee: 


Electronic claims submission 


21 1 i Carb orsus SHITH881-86 Bill to Primary Ins.... V / 7 
Daily transaction journals Patient name.. Smith, Gerald Bill to Secondary Ins.. N / / 
Bank deposit sheets Billing #....-. 1828 Billing Deductible..... 0.80 

Billing Date.. 67/38/92 


Provider...... JAS Patient Balance........ 139.608 


ProvLoc|piagnosis Procedure] . amount .— JUnits Extended 


2 ES / = 81 |356.9 988548 45.08 45.08 
08/12/92 / vc 81 |346.9 98018 38.88 3B. m 


Patient ledgers 
Patient deductible tracking 
Patient and insurance aging 






g 3 08/30/92 / |JRS PAYMENT 15.68 eu b 
Practice analysis 
Insurance analysis 
Insurance tracers 
Mailing labels 
Patient recall 

: : Diagnosis.. Patient Portion.. 8.80 
Multiple providers Procedure.. Patient Payment Insurance Portion 60.08 

Reference.. Check# 3217 Billing Balance.. 66.66 


Lookup windows for patients and practice codes 
Appointment scheduling 

Pop-up calculator 

Custom insurance and statement formats 
Multi-level password protection 

On-line, context-sensitive help 

Comprehensive user manual with tutorial 
Custom reports that you design 

Integrated narrative report writer 


Transaction entr 


60 Day Money Back Guarantee! 


Integrated form letters that you compose To Order Call: (800) 735-1991 
Mail merge 

Stunning graphics 

Open-item accounting Lytec Systems, Inc. 

Keyboard macros 6975 Union Park Center, Suite 270 
Interface with Lytec Personal Finance, Salt Lake City, UT 84047 (801)562-0111 


Dac-Easy Accounting, or Quicken 


Lytec is a trademark of Lytec Systems, Inc. DacEasy is a trademark of DacEasy Inc. Quicken is a trademark of Intuit Inc. Windows is a trademark of Microsoft Corporation. 
Clearing house charges for electronic claims extra. 
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Software for Emergency Room Physicians : 


New federally 
mandated re- 
quirements for 
Medicare billings 
and reimburse- 
ment are compel- 
ling physicians to 
sharpen their 
medical report- 
ing skills, and 
nowhere is this 
more apparent 
than in hospital 
emergency de- 
partments. 
Lanier World- 
wide Inc. has in- 
troduced a soft- 
ware upgrade 


that enables EMstation to handle 
new CPT-4 billing procedure 
codes. This software lets physicians 
create complete reports that satisfy 
Levels IV and V documentation 
requirements. 

Uniformly accurate reports 
decrease physician liability and 
inprove patient care, because 





Software lets ER physicians handle new CPT-4 codes. 
LPNS TEES AI SS EI EY 


software reminds physicians of 
procedures. 

Using voice, mouse or keyboard 
commands, physicians select 
patients, according to various fields 
presented on the monitor. Compo- 
nents of EMstation include a work- 
station and a hard disk. Lanier 


Electronic Medical 
Speller Offered 


Reference Soft- 
ware Interna- 
tional has begun 
shipping Dor- 
land’s Electronic 
Medical Speller, 
a very compre- 
hensive medical 
speller. It combines WordPerfect's 
spell-checking dictionary with med- 
ical terms from two reference works, 
Dorland's Illustrated Medical Dic- 
tionary and Dorland's Medical 
Speller. 

The program integrates more than 
140,000 medical terms into a stan- 
dard dictionary, and covers 58 med- 
ical and scientific specialties. 

Itisidealfor physicians who com- 
pose letters directly, as well as for 
medical staff who transcribe medical 
records. Dorland's works with both 
WordPerfect for DOS versions 5.0 
and 5.1, and WordPerfect 5.1 for 
Windows. The speller requires a PC- 
compatible and hard drive with 
600K of free space. Reference Soft- 





Electronic Records 
with ClinicaLogic 
ClinicaLogic is an electronic med- 
ical records program that physi- 
cians can link to other medical data 
bases. Developed specifically for 
physicians by a physician, the pro- 
gram combines ease of use with 
functionality. It allows physicians 
to retrieve clinical medical records 
in seconds, better manage clinical 
data for the entire practice, and 
access patient charts from remote 
locations. 

The program hasan easy-to-learn 
menu operation and full-screen edit- 
ing. Physicians can immediately 
access a capsule summary of a 
patient's clinical status (1.e., diag- 
noses, medications, allergies), labo- 


ratory reports and progress notes. 
MedicaLogic Inc., (503) 232-2781. 


Inquiry Service, (800) 648-6432. 


ware International, (415) 541-0222. 


Hayes Offers New Fax Modeu 


Optima 144+ FAX 
144, a data-plus-fax 
oda comes with 
Hayes Smartcom 
fax communica- 
tions software. The 
new modem lets 
users send docu- 
ments directly from 
their computer as 
well as receive fax 
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The new Hayes modem is also a fax. 


messages and then  m— HE ———ÁÓRRR RN 


view, rotate, flip, 
printor save to disk. 

Free technical assistance is avail- 
able online, and the modem auto- 
matically negotiates with other 
modems and fax machines. 

Thesoftware also keeps detailed 


transaction logs in files on disk so 
that both send and receive fax 
activities may be viewed at any 
time. Hayes Microcomputer Prod- 
ucts Inc, (404) 840-9200. 


Physicians and Computers 







nip pi 
B. 





ES 


` E — m moderate bacterial i > eee 





UTT MEO 


i a O 














PENETRATIS. 
— PRIMIS, 


Full-course antibiotic therapy 
with just 5 once-daily doses 
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of increased azithromycin levels with phagocyte infiltration into sites of infection. [Abstract 762]. Thirtieth Interscience Conference on 
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ZITHROMAX™ (azithromycin) CAPSULES 
BRIEF SUMMARY 
INDICATIONS AND USAGE 
ZITHROMAX" (azithromycin) is indicated for the treatment of individuals 16 years of age and older with mild to moderate infections 
(pneumonia: see WARNINGS) caused by susceptible strains of the designated microorganisms in the specific conditions listed below: 


Lower Respiratory Tract 
Acute bacterial exacerbations of chronic obstructive pulmonary disease due to Haemophilus influenzae, Moraxella catarrhalis, or 
Streptococcus pneumoniae. 
Community-acquired pneumonia of mild severity due to Streptococcus pneumoniae or Haemophilus influenzae in patients appropriate for 
outpatient oral therapy. 
Note: Azithromycin should not be used in patients with pneumonia who are judged to be inappropriate for outpatient oral 
therapy because of moderate to severe illness or risk factors such as any of the following: 
patients with nosocomially acquired infections, 
patients with known or suspected bacteremia, 
patients requiring hospitalization, 
elderly or debilitated patients, or 
patients with significant underlying health problems that may compromise their ability to respond to their illness 
(including immunodeficiency or functional asplenia). 


Upper Respiratory Tract 
Streptococcal pharyngitis/tonsillitis—As an alternative to first line therapy of acute pharyngitis/tonsillitis due to Streptococcus pyogenes 
occurring in individuals who cannot use first line therapy. 

Note: Penicillin is the usual drug of choice in the treatment of Streptococcus pyogenes infections and the prophylaxis of rheumatic fever. 
ZITHROMAX™ is often effective in the eradication of susceptible strains of Streptococcus pyogenes from the nasopharynx. Because some 
strains are resistant to ZITHROMAX™, susceptibility tests should be performed when patients are treated with ZITHROMAX™. Data 
establishing efficacy of azithromycin in subsequent prevention of rheumatic fever are not available. 

Skin and Skin Structure 

Uncomplicated skin and skin structure infections due to Staphylococcus aureus, Streptococcus pyogenes, ot Streptococcus agalactiae. 
Abscesses usually require surgical drainage. 

Sexually Transmitted Diseases 

Non-gonococcal urethritis and cervicitis due to Chlamydia trachomatis. 

ZITHROMAX™, at the recommended dose, should not be relied upon to treat gonorrhea or syphilis. Antimicrobial agents used in high 
doses for short periods of time to treat non-gonococcal urethritis may mask or delay the symptoms of incubating gonorrhea or syphilis. All 
patients with sexually-transmitted urethritis or cervicitis should have a serologic test for syphilis and appropriate cultures for gonorrhea 
performed at the time of diagnosis. Appropriate antimicrobial therapy and follow-up tests for these diseases should be initiated if infection 
is confirmed, 

Appropriate culture and susceptibility tests should be performed before treatment to determine the causative organism and its 
susceptibility to azithromycin. Therapy with ZITHROMAX™ may be initiated before results of these tests are known; once the results 
become available, antimicrobial therapy should be adjusted accordingly. 

CONTRAINDICATIONS 
ZITHROMAX" is contraindicated in patients with known hypersensitivity to azithromycin, erythromycin, or any macrolide antibiotic. 


WARNINGS 
In the treatment of pneumonia, azithromycin has only been shown to be safe and effective in the treatment of community- 
acquired pneumonia of mild severity due to Streptococcus pneumoniae or Haemophilus influenzae in patients appropriate 
for outpatient oral therapy. Azithromycin should not be used in patients with pneumonia who are judged to be inappropriate 
for outpatient oral therapy because of moderate to severe illness or risk factors such as any of the following: 


patients with nosocomially acquired infections, 

patients with known or suspected bacteremia, 

patients requiring hospitalization, 

elderly or debilitated patients, or 

patients with significant underlying health problems that may compromise their ability to respond to their illness (including 
immunodeficiency or functional asplenia). 


Pseudomembranous colitis has been reported with nearly all antibacterial agents and may range in severity from mild to 
life-threatening, Therefore, it is important to consider this diagnosis in patients who present with diarrhea subsequent to 
the administration of antibacterial agents. 

Treatment with antibacterial agents alters the normal flora of the colon and may permit overgrowth of clostridia. Studies indicate that a 
toxin produced by Clostridium difficile is a primary cause of “antibiotic-associated colitis.” 

After the diagnosis of pseudomembranous colitis has been established, therapeutic measures should be initiated. Mild cases of 
pseudomembranous colitis usually respond to discontinuation of the drug alone. In moderate to severe cases, consideration should be 
given to management with fluids and electrolytes, protein supplementation, and treatment with an antibacterial drug effective against 
Clostridium difficile. 

PRECAUTIONS 
General: Because azithromycin is principally eliminated via the liver, caution should be exercised when azithromycin is administered to 
patients with impaired hepatic function. There are no data regarding azithromycin usage in patients with renal impairment; thus caution 
should be exercised when prescribing azithromycin in these patients. 

The following adverse event has not been reported in clinical trials with azithromycin, an azalide. However, it has been reported with 
macrolide products: ventricular arrhythmias, including ventricular tachycardia and torsades de pointes, in individuals with prolonged QT 
intervals. 

Information for Patients: Patients should be cautioned to take this medication at least one hour prior to a meal or at least two hours 
after a meal. This medication should not be taken with food. 

Patients should also be cautioned not to take aluminum- and magnesium-containing antacids and azithromycin simultaneously. 

Drug Interactions: Aluminum- and magnesium-containing antacids reduce the peak serum levels (rate) but not the AUC (extent) of 
azithromycin absorption. 

Administration of cimetidine (800 mg) two hours prior to azithromycin had no effect on azithromycin absorption. 


For respiratory infections such 
as acute bacterial exacerbations 
of COPD (chronic bronchitis) and 
uncomplicated skin infections: 
900-mg single dose on day 1; 250 mg once 
daily on days 2 through 5. Total dose is 1.5 g. 
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Zithromax should be given 
either 1 hour before or 2 hours after a meal. 


A favorable safety profile with a low (0.7%; n=4949) discontinuation 
rate due to side effects. In multidose trials, the most common side effects were 
diarrhea/loose stools (5%), nausea (3%), and abdominal pain (396): 


concentration of azithromycin in infected mouse thighs as compared to contralateral non-infected thighs. [Abstract A-63]. 91st General 
Meeting of the American Society for Microbiology; 1991. 5. Gladue RP, Bright GM, Isaacson RE, Newborg MF. In vitro and in vivo 
uptake of azithromycin (CP-62,993) by phagocytic cells: possible mechanism of delivery and release at sites of infection. Antimicrob 
Agents Chemother. 1989;33:277-282. 


Azithromycin did not affect the plasma levels or pharmacokinetics of theophylline administered as a single intravenous dose. The effect 
of azithromycin on the plasma levels or pharmacokinetics of theophylline administered in multiple doses resulting in therapeutic steady 
State levels of theophylline is not known. However, concurrent use of macrolides and theophylline has been associated with increases in 
the serum concentrations of theophylline. Therefore, until further data are available, prudent medical practice dictates careful monitoring 
of plasma theophylline levels in patients receiving azithromycin and theophylline concomitantly 

Azithromycin did not affect the prothrombin time response to a single dose of warfarin. However, prudent medical practice dictates 
careful monitoring of prothrombin time in all patients treated with azithromycin and warfarin concomitantly. Concurrent use of macrolides 
and warfarin in clinical practice has been associated with increased anticoagulant effects. 

The following drug interactions have not been reported in clinical trials with azithromycin; however, no specific drug interaction studies 
have been performed to evaluate potential drug-drug interaction. Nonetheless, they have been observed with macrolide products. Until 
further data are developed regarding drug interactions when azithromycin and these drugs are used concomitantly, careful monitoring of 
patients is advised: 

Digoxin—elevated digoxin levels. 

Ergotamine or dihydroergotamine-— acute ergot toxicity characterized by severe peripheral vasospasm and dysesthesia. 

Triazolam—decrease the clearance of triazolam and thus may increase the pharmacologic effect of triazolam. 

Drugs metabolized by the cytochrome Pasg system—elevations of serum carbamazepine, cyclosporine, hexobarbital, and phenytoin 

levels 
Laboratory Test Interactions: There are no reported laboratory test interactions. 
Carcinogenesis, Mutagenesis, Impairment of Fertility: Long-term studies in animals have not been performed to evaluate 
carcinogenic potential. Azithromycin has shown no mutagenic potential in standard laboratory tests: mouse lymphoma assay, human 
lymphocyte clastogenic assay, and mouse bone marrow clastogenic assay 
Pregnancy: Teratogenic Effects. Pregnancy Category B: Reproduction studies have been performed in rats and mice at doses up to 
moderately maternally toxic dose levels (/.e., 200 ma/kg/day) These doses, based on a mg/m? basis, are estimated to be 4 and 2 times, 
respectively, the human daily dose of 500 mg. No evidence of impaired fertility or harm to the fetus due to azithromycin was found. There 
are, however, no adequate and well-controlled studies in pregnant women. Because animal reproduction studies are not always predictive 
of human response, azithromycin should be used during pregnancy only if clearly needed 
Nursing Mothers; It is not known whether azithromycin is excreted in human milk. Because many drugs are excreted in human milk, 
caution should be exercised when azithromycin is administered to a nursing woman. 
Pediatric Use: Safety and effectiveness in children or adolescents under 16 years of age have not been established. 
Geriatric Use: Pharmacokinetic parameters in older volunteers (65-85 years old) were similar to those in younger volunteers (18-40 years 
old) for the 5-day therapeutic regimen. Dosage adjustment does not appear to be necessary for older patients with normal renal and 
hepatic function receiving treatment with this dosage regimen. 

ADVERSE REACTIONS 

In clinical trials most of the reported side effects were mild to moderate in severity and were reversible upon discontinuation of the drug. 
Approximately 0.7% of the patients from the multiple dose clinical trials discontinued ZITHROMAX™ (azithromycin) therapy because of 
treatment-related side effects. Most of the side effects leading to discontinuation were related to the gastrointestinal tract, e.g., nausea, 
vomiting, diarrhea, or abdominal pain. Rare, but potentially serious side effects, were angioedema (1 case) and cholestatic jaundice 
(1 case). 
Clinical: 
Multiple-dose regimen: Overall, the most common side effects in patients receiving the multiple-dose regimen of ZITHROMAX™ were 
related to the gastrointestinal system with diarrhea/loose stools (5%), nausea (3%), and abdominal pain (3%) being the most frequently 
reported. 

No other side effects occurred in patients on the multiple-dose regimen of ZITHROMAX'M with a frequency greater than 19. Side effects 
that occurred with a frequency of 1% or less included the following: 

Cardiovascular: Palpitations, chest pain 

Gastrointestinal: Dyspepsia, flatulence, vomiting, melena, and cholestatic jaundice 
Genitourinary: Monilia, vaginitis, and nephritis. 

Nervous System: Dizziness, headache, vertigo, and somnolence 

General: Fatique 

Allergic: Rash, photosensitivity, and angioedema 


Single 1-gram dose regimen: Overall, the most common side effects in patients receiving a single-dose regimen of 1 gram of 
ZITHROMAX™ were related to the gastrointestinal system and were more frequently reported than in patients receiving the multiple-dose 
regimen. 

Side effects that occurred in patients on the single one-gram dosing regimen of ZITHROMAX™ with a frequency of 196 or greater 
included diarrhea/loose stools (7%), nausea (5%), vomiting (2%), and vaginitis (2%) 
Laboratory Abnormalities: Significant abnormalities (irrespective of drug relationship} occurring during the clinical trials were reported as 
follows: 
With an incidence of 1-2%: elevated serum creatine phosphokinase, potassium, ALT (SGPT), GGT, and AST (SGOT) 
With an incidence of less than 1%: leukopenia, neutropenia, decreased platelet count, elevated serum alkaline phosphatase, bilirubin, 
BUN, creatinine, blood glucose, LDH, and phosphate 

When follow-up was provided, changes in laboratory tests appeared to be reversible 

In multiple-dose clinical trials involving more than 3000 patients, 3 patients discontinued therapy because of treatment-related liver 
enzyme abnormalities and 1 because of a renal function abnormality. 

DOSAGE AND ADMINISTRATION (See INDICATIONS AND USAGE) 

ZITHROMAX™ (azithromycin) should be given at least | hour before or 2 hours after a meal 

The recommended dose of ZITHROMAX"" for the treatment of individuals 16 years of age and older with mild to moderate acute bacterial 
exacerbations of chronic obstructive pulmonary disease, pneumonia, pharyngitis/tonsillitis (as second-line therapy), and uncomplicated skin 
and skin structure infections due to the indicated organisms is. 500 mg as a single dose on the first day followed by 250 mg once daily on 
days 2 through 5 for a total dose of 1.5 grams of ZITHROMAX™ 


The recommended dose of ZITHROMAX™ for the treatment of ee ee I — X c ea 
non-gonococcal urethritis and cervicitis due to C. trachomatis is 
a single 1 gram (1000 mg) dose of ZITHROMAX™ Pfizer Labs 
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New Book Release Major Medical Software 


The Physician-Computer Connection, by William Docs Inc. 800) 282-2943 
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design and implementation of patient care infor- Lee Médical Accounting 800) 333-4747 
mation systems, and how to break down the barri- Cyberlog Physicians Software 
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612) 835-6941 
800) 292-2962 


can be ordered from American Hospital Informa- The Medical Manager 800) 222-7701 
tion Systems Inc., P.O. Box 92683, Chicago, Ill. Medassist 800) 737-2251 


60675-2683; $37.50, plus $7.95 shipping/handling. XE ERIT cios ane ibe ace 


American Hospital Publishing, (312) 440-6800. Medical Software Catalog 800) 444-4570 





Computer Donations Aid Disabled 


The National Cristina Foundation (NCF) has launched a 
nationwide public service campaign to accelerate dona- 


tions of used computers. For more information, contact 
National Cristina Foundation, (800) 274-7846. 





Coming in September Issue 


Physician Use of Internet and Cleveland Freenet 
Cheung Co Yue, M.D. 





IF YOU WANT 
TOMORROW’S PRACTICE 
MANAGEMENT 
SOFTWARE TODAY... 


YOU MUST SEE MDX® 
BY CALYX 


If your practice management 
software no longer pumps 


life into your practice, you 
must examine MDX by 
Calyx. Find out what 
thousands of practices 
nationwide already know. 


CALL CALYX TODAY 
1-800-558-2208 


LLAMAR 
A FLAGSHIP COMPANY 


16745 W. Bluemound Road * Brookfield, WI 53008 
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A QUESTION 
OF ETHICS 


The increased capability of computational 
diagnosis brings with it a host of questions. 
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BY KENNETH GOODMAN, PH.D. 


very new medical technol- 

ogy arrives on wards and in 

clinics with an ensemble of 

ethical issues and problems. 
The new devices might be very 
expensive, in which case we wonder 
if the money could do more good 
elsewhere. They might keep us alive 
longer than we want, in which case 
we wonder why we use them at all. 
Or they might make diagnoses and 
recommend treatments, in which 
case we wonder what it is to prac- 
tice medicine in the first place. 

Some computational medical 
tools have shown extraordinary 
ability to process clinical informa- 
tion, weigh it against a data base 
and issue a diagnosis. In some 
instances, computers in apparently 
rigorous studies have rendered more 
accurate diagnoses than the control 
group—physicians. 

This kind of success, coupled with 
relentless advances in computer sci- 
ence and artificial intelligence, sug- 
gests that the future of medicine will 
include a wider use of computational 
diagnostics; as a result, medicine will 
confront a new ensemble of ethical 
questions. 


Genesis of the Debate 

The debate over those questions can 
be traced to 1985, when three Uni- 
versity of Pittsburgh scholars (a 
physician who specializes in medical 
informatics, a philosopher-physi- 
cian and a lawyer-ethicist) investi- 
gated the scope and limits of clini- 
cal computer use (see reference 1). 
While some questions had been 
raised in the early 1970s, the Pitts- 
burgh synthesis helped lay the 
groundwork for future discussions; 
and several points discussed below 
were raised or addressed in that key 
essay. 

The first question that arises with 
any new medical technology is this: 
Does it improve patient care? If the 
answer is negative or unknown, it 
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would be inappropriate to use the 
technology. The problem with diag- 
nostic expert systems is that we have 
yet to produce rigorous evaluation 
and validation procedures. As a 
result, we often are ignorant about 
how well a computer program 
works compared to human decision 
makers or to other programs. So in 
many if not all cases we are unsure 
about any potential benefit to 
patients. 

This problem is not unique to 
medical computing. Researchers in 
a variety of fields, from machine 
translation to computer-aided 
design, are trying to determine how 
best to evaluate their inventions. 
One obvious tack is to design rigor- 
ous experiments to make the crucial 
comparisons. While this is done 
occasionally for medical programs 
(see reference 2), it is comparatively 
rare. Further, the field isnew enough 
so that it is not entirely clear what 
“rigorous” amounts to. Is it suffi- 
cient to compare programs to 
human diagnosticians, or must they 
also be compared to a “gold stan- 
dard” like autopsies? Must retro- 
spective studies be supplemented by 
prospective ones? 

Equally important are internal 
conceptual and technical consider- 
ations that make it difficult to com- 
pare different systems to each other. 
Diagnostic expert systems rely on 
knowledge bases that must be cre- 
ated and maintained. But the best 
way to represent medical (or any 
other) knowledge is a scientific ques- 
tion that remains open to dispute. 
Indeed, the knowledge-representa- 
tion problem is one of the most 
important and interesting in all of 
contemporary science. Crucially, 
then: How do different knowledge 
representation schemas differ? Like- 
wise for software: How do different 
programs compare? In what ways 
are artificial intelligence approaches 
inferior or superior to statistical 
approaches? 

What this amounts to is that we 
have no good protocol for compar- 


ing different diagnostic programs to 
each other. But surely such compar- 
isons are vital if we are contemplat- 
ing the use of any one of them in a 
clinical setting. 

Given that the evaluation problem 
is itself a topic of controversy and 
research, it is generally premature to 
conclude that widespread use of 
diagnostic expert systems could 
improve patient care. The ethical 
upshot is that we therefore ought not 
yet rely on computers to render diag- 
noses. Put differently and more 
broadly, the lesson that emerges is 
that we ought to go slowly in apply- 
ing new and comparatively untested 
technologies. The lesson might seem 
obvious, but the zeal with which we 
embrace computational devices sug- 
gests that we might not have learned 
the lesson well. 


Question of Intellectual Property 
A related ethical problem has to do 
with intellectual property. Is medical 
knowledge, either of facts or skills, 
something that can be owned, its use 
and distribution limited? To answer 
“ves” is to suggest, among other 
things, that medical computer pro- 
grams and data bases contain pro- 
prietary information that must be 
kept secret from competitors. 

But this line has been said to 
undercut one of the oldest and deep- 
est principles of medical practice, 
namely, that one who has medical 
knowledge has a corresponding duty 
to share it with colleagues or apply 
it for patients. (Imagine a surgeon 
who develops a new lifesaving tech- 
nique, and refuses to describe it to 
colleagues for fear they will use it!) 
Too much secrecy also makes it dif- 
ficult if not impossible for other 
researchers to make the sorts of com- 
parisons discussed just above. The 
idea here is that entrepreneurial 
secrecy and scientific replication are 
incompatible stances. 

Contrarily, one of the lessons we 
have learned from the intellectual 
property debate in other fields is that 
some property rights (patents and 
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The tension 
between these 
two poles— 
knowledge entails 
responsibility vs. 
developers should 
be rewarded—is 
likely to shape the 
growing debate 
over diagnostic 
expert systems. 


copyrights) can serve to provide 
quality control. This argument has 
been made in terms of other medical 
devices and pharmaceuticals, but the 
question has yet to be studied in 
terms of diagnostic tools. Also, 
property rights help guarantee finan- 
cial rewards or “just desserts” for 
those who make the effort and have 
the skills to develop new tools. 

The tension between these two 
poles—knowledge entails respon- 
sibility vs. developers should be 
rewarded—is likely to shape the 
growing debate over diagnostic 
expert systems. So far and for- 
tunately, several commercially 
available diagnostic systems are 
inexpensive, and this defuses stan- 
dard criticisms against medical 
profiteering. 

But suppose we have arrived at a 
comprehensive evaluation metric 
and agreed on the proprietary status 
of these systems. The question now 
is, Who should use the programs? 


Use by Non-Physicians 

The trend toward medical decen- 
tralization (witness the rise of physi- 
cians’ assistants, nurse practitioners 
and home testing) suggests that pres- 
sure will increase to make diagnos- 
tic expert systems broadly available. 


Well, why not? Why shouldn’t 
non-physicians have access to diag- 
nosis machines? One obvious and 
intuitive answer is that they will not 
have enough knowledge to know 
what data to enter or how to inter- 
pret the results. Diagnostic expert 
systems require as input a set of 
symptom descriptions, among other 
things. But can a non-physician 
detect or elicit the salient symptoms? 
Indeed, detection and elicitation of 
signs and symptoms on a physical 
exam is traditionally a physician- 
only task. It is not clear we want to 
delegate this process too far along 
the health care hierarchy. And it 
would be wildly inappropriate to 
allow anyone other than a physician 
to perform certain kinds of physical 
examinations. 

Exceptions might however be 
made in cases where no physician is 
available. It has been suggested that 
intelligent machines would be bet- 
ter than nothing in remote or rural 
areas, on battlefields and in space. 

Compare in this regard a special- 
ist in one field who uses a diagnos- 
tic program to evaluate clinical evi- 
dence from another (a cardiologist 
uses a system for nephrology, say). 
Now the concern is that the physi- 
cian would be less able to recognize 


a computational (diagnostic) error 
than if it were in his or her own field. 
Physicians are generally a confident 
lot, and most people tend to give high 
regard to computer output. The com- 
bination is potentially dangerous. 

This leads to a complementary 
problem. How can we be certain 
thata physician knows how to work 
the computer? While it has many 
faults, we do have a system for eval- 
uating the medical competence of 
physicians. But there is no corre- 
sponding system for evaluating com- 
puter skills. Diagnostic expert sys- 
tems require at least some 
understanding of the data base and 
other software, and it is just a mis- 
take to suppose that a physician 
could operate one without a mini- 
mum of experience. The problem is 
that we do not know how much 
experience is enough. 

Similarly, some third-party payers 
have shown preliminary interest in 
using computer programs to evalu- 
ate human diagnoses and perhaps 
detect fraud. While physicians are 
aghast at the prospect of being sec- 
ond-guessed this way, non-physi- 
cians' interests are also at stake if 
intelligent machines are put to this 
use. 

In principle, diagnostic expert sys- 
tems are more accessible to physi- 
cians than medicine is to garden- 
variety computer users. But given 
that many physicians have a strong 
aversion to computers for far more 
mundane tasks, itis not obvious how 
confident we should be about their 
using diagnostic programs. (It has 
been observed that the computer 
revolution has bypassed many pro- 
fessional men who, because they 
believed it was beneath them, never 
learned to type!) 


Low-Risk Uses—And Their Risks 

The discussion so far has assumed 
that intelligent machines might even- 
tually be used to substitute for 
human judgment. A more modest 
use is suggested by developers of 
commercially available systems. The 
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generation of differential diagnoses 
for consideration, study or teaching 
is a valuable and low-risk use of 
diagnostic expert systems. A system 
that included a literature searching 
facility, a dictionary look-up device 
and a component that listed com- 
mon treatment options would be a 
valuable conceptual and educational 
tool. 

But there is no bright line between 
“medical tool” and “artificial med- 
icine.” Because expert systems are 
constantly being improved, we can 
imagine the day when a physician 
will be counted blameworthy 
because he or she has failed to use 
an intelligent machine for diagnos- 
tic assistance. In other words, while 
we can imagine comparatively 
benign uses for a physician’s work- 
station, it might develop that pres- 
sures will increase to use the machine 
more extensively. If the standard of 
care changes in this way, the physi- 
cian who fails to use a machine diag- 
nostician will arguably be offering 
substandard care. 

To use or rely on machines too 
soon is to risk offering substandard 
care; to use them too late has the 
same risk. And—here is the 
clincher—we do not know when 
“too soon” ends and “too late” 
begins. | 

The ethical problem is deep, and 
it goes to the very heart of what it is 
to practice medicine and what we 
valuein atleast one traditional model 
of the doctor-patient relationship. It 
is this: The best patient care might 
entail less physician—less human— 
care. In other words, artificial med- 
icine might improve outcomes for 
sick people, but at the potential price 
of further dehumanizing both the 
patient and the physician. 

We already practice health care by 
volume and in many cases anony- 
mously. Nowadays, physicians in 
busy practices do not remember 
their patients’ names, or know about 
their jobs or families. This is true 
even as we boast of technical 
advances that have in many respects 
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improved health care. Computa- 
tional medicine offers a new twist to 
this trend. The kind of tool at issue 
does not improve auscultation, does 
not render more accurate chemical 
analyses, does not give us better 
images or antibiotics. It is a tool to 
assist human cognition, the most 
human attribute of all. 

The dilemma can be resolved, 
not by scorning or abandoning 
these new tools, but by using them 
only with the greatest respect and 
caution. We must bear in mind that 
diagnostic expert systems are 
indeed tools and not—at least 
yet—surrogates. To use them as 
human proxy machines would con- 
stitute the gravest kind of misuse. 
As with other medical devices, the 
consequences of improperly used 
computer programs can be very 
serious indeed. Perhaps especially, 
practitioners must not allow com- 
puters to add to the already great 
distance between them and their 
patients. 

There is good news in all of this. 
It is that discussions about the ethics 
of computers in medicine have par- 
alleled the development of the tech- 
nology itself. We are looking over 
our shoulders even as we design new 
and extraordinary intelligent 
machines. This will prevent us from 
having to play ethical catch-up come 
the day when our clinical machines 
consistently give us a run for the 
money. bl 
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MS-DOS° Macintosh? 


Ask any of the medical 
professionals now converting to 
HealthCare Communications' 
Macintosh-based MediMac". They'll 
tell you MediMac offers all of the 
powerful practice management fea- 
tures you need, including EClaims 
nationwide electronic claims sub- 
mission. The only thing it doesn't 
offer is complicated commands. 

For the name of a physician in 
your area switching to the more 
user-friendly Macintosh and 
MediMac, call us toll free today. 
| -800-888-4344, ext. 453. 


bh. 
v 
COMMUNK ATIONS 


301 South 68th Place, Suite 500 
Lincoln, NE 68510 





*Based on Diagnostic Research, Inc. study. 
Macintosh* is a registered trademark of Apple Computer, Inc. 
MS-DOS” is a registered trademark of Microsoft Corporation. 








ECGs IN A 
PAPERLESS 
OFFICE 


Innovative, card-based system offers efficient, low- 
cost option for tracking electrocardiograms. 


BY ABDULLA M. ABDULLA, 
FA.C.P, EAC.C, 


very physician who has to 
interpret an electrocardio- 
gram (ECG) and arrive ata 
disposition in a clinic, 
office, hospital or emergency room 
knows the importance of having an 
old tracing for purposes of com- 
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parison. This improves patient care 
and may be vital for medicolegal 
purposes. 

It is true that old ECGs can be 
obtained from the hospital and 
office charts, if available. Unfortu- 
nately, old tracings are often unavail- 
able when an office patient arrives 
in an emergency room of a hospital 
for the first time, or when a patient 
is discharged from the hospital and 


is subsequently seen in the office for 
the first time. 

Additionally, not having an old 
ECG for comparison is a common 
frustration while interpreting trac- 
ings in the ECG reading room of 
most hospitals. The latter problem is 
created by the sheer volume handled 
by these departments and the lack of 
space to store all the tracings within 
their physical confines. Conse- 
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quently, the patient’s medical record 
chart is the only place where an old 
ECG can be found: a remote and 
practically inaccessible site while one 
is busy interpreting a stack of ECGs. 

A paperless ECG management 
system is an obvious solution to this 
problem and has been offered by 
several companies. However, the 
systems are usually expensive (in the 
$100,000 range) and often require 
the maintenance and management 
of minicomputers. 

The QRS Card ECG system from 
Micro Med, Inc. is an innovative, 
cost-effective and user-friendly 
method that employs a personal 
computer and printer. The system, a 
FDA (Food and Drug Administra- 
tion) 510K listed device, is a com- 
plete ECG management system with 
the facilities of real-time ECG mon- 
itoring, data viewing, ECG storage, 
retrieval and transmission from a 
comprehensive data base system. 
Also, it has the ability to obtain 
printed copies with the use of a vari- 
ety of devices such as laser, inkjet, 
and dot matrix printers. A fax 
machine also can be used to obtain 
a printout for comparison purposes. 

The system consists of acomputer 
card that utilizes microcomputer- 
based technology and is one of the 
most inexpensive systems on the 
market. The half-size, 8-bit board 
plugs into one of the expansion slots 
of an IBM-compatible personal 
computer, and may also be used with 
laptop and transportable computers 
that can accommodate an industry 
standard plug-in board. With this 
card, the PC can be converted to a 
highly advanced ECG storage, 
retrieval, transmission, viewing and 
printing system. The QRS-Card sys- 
tem is supplied with a connector 
box, patient cables, electrode 
patches, an isolation transformer 
and an instruction manual. The card 
has connectors for the patient cable 
and a real-time chart recorder. 

The patient cable is an interface 
between the card and the patient 
leads. It senses and conditions the 
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signal before sending it to the card. 
The isolation transformer is con- 
nected between the main power and 
the computer (plus the printer and 
other devices that are connected to 
the computer). This is necessary to 
minimize or prevent any current 
leakage from the PC chassis and 
other devices. The transformer pro- 
vides connection power sockets for 
up to four devices. 

The QRS Card system comes with 
easy-to-use menu-driven software. It 
is a breeze to install and easy to use. 
Within 60 minutes of unpacking the 
card and diskettes, I was comfort- 
ably using the system. With a single 
keystroke, a physician can acquire 
12 ECG leads in real time (Figure 1), 
as wellas view, store, print and trans- 
mit the ECG data. The system offers 
the flexibility of viewing and stor- 
ing different user-selectable formats. 
Thus, the physician can display all 
12 leads simultaneously, or view 
selected lead(s), such as single, three 
or six leads. The user can define what 
leads he or she wishes to display in 
these formats. 

Additionally, there is a Zoom 
Window that allows a closer analy- 
sis of a particular portion of the 
ECG. There is also a choice of stan- 
dard (25 mm/sec) and fast (50 
mm/sec) speed. One can toggle 
(switch) between the two speeds 
while viewing the tracing. The oper- 
ator can define the select gains of 5, 
10 (full-standard), 20 or 40 mm/mV. 
There is also an option of turning a 
50/60 Hz filter on or off depending 
upon the signal noise. A physician 
notepad feature is provided to incor- 
porate comments for reference, or an 
interpretation of the tracing. With 
the use of a mouse or the cursor key- 
pad, the operator can also define 
areas for measurements (PR, QRS, 
QT, R-R, etc). These measurements 
can be stored in the data base (Fig- 
ure 2). The company that manufac- 
tures and distributes the QRS Card 
is also in the process of obtaining 
FDA approval for automated mea- 
surement of the usual intervals. 





Menu Screen 

The QRS Card menu screen is divided 
into three areas. The bottom row 
offers single keystroke selection of 
menu items such as Help, Start or 
Stop ECG, Lead selection, Speed 
change, Gain change, Print, Save, 
Retrieve ECG, Window display of 
selected segment, and Utilities such 
as backup, restore and setup. The ver- 
tical column on the right side of the 
screen offers measurement options, 
sub-menu selections and other indi- 
cators. The remainder of the screen 
is for display of the ECG tracing. 

The screen display mode can be 
used in the Monitor mode to show 
a real time ECG, or in the Retrieve 
mode to view a stored tracing. The 
system keeps the last 12 seconds of 
the real-time data in memory. This 
can be saved with the patient demo- 
graphic data in a data base. 

Other functions available to the 
user include the use of the “ESC” key 
to go back to the previous step in the 
program, the “F” key to turn the 
50/60Hz filter on and off, and the 
“C” key to toggle the optional chart 
recorder on and off. Double key- 
strokes (“Alt” and one of the letter 
keys) are used to perform the fol- 
lowing functions: delete patient 
record, update or change patient 
information, Physician Notepad, 
Lead selection that is user defined, 
ECG measurements and saving, 
printing options, setup/default, view 
setup and view patient information. 
Optional modules also allow the fol- 
lowing: transmit ECG over tele- 
phone, receive ECG over telephone, 
send ECG on a fax machine, and 
office management (billing and 
scheduling). 


Printing of ECG 

Printing of an ECG tracing can be 
achieved by using a variety of devices 
such asa laser, inkjet, and dot matrix 
printers. With the fax module, a reg- 
ular fax machine can also be used as 
a printer when an ECG is needed for 
comparison purposes. This option is 
particularly useful in a networked 
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system, or if a physician communi- 
cates remotely with his office com- 
puter (from the emergency room, at 
night, with the use of a laptop com- 
puter and modem). 

The printer can be used to print a 
real-time, retrieved or a magnified 
tracing (window). The latter option 
can only be used after the tracing is 
stored and then retrieved. When 
using regular printing paper, the sys- 
tem prints the ECG signal with a 
grid of the large ECG boxes. Thus, 
40 msec or the small ECG boxes are 
not provided for measurement pur- 
poses. However, this can be easily 
solved by obtaining special paper, 
containing a printed grid of the small 
and large boxes, from Micro Med 
and other sources. When printing on 
the grid paper the computer-gener- 
ated grid must be turned off. 


Telecommunication 
A telecommunication module is sup- 
plied as a part of the ORS card sys- 





tem package. This module uses a 
standard modem (Hayes-compati- 
ble, connected to a serial port) to 
exchange information between two 
systems equipped with ORS Cards. 
Single ECGs or batches of tracings 
can be transmitted by highlighting 
the required ECG and using the user- 
friendly menu options. Complete 
information abouta patientis trans- 
mitted, including demographic data, 
notepad comments, measurements, 
etc. At the receiving end, additional 
measurements of the transmitted 
ECG can be performed, if needed. 
Also, comments can be added to the 
notepad. 

The new ECG (obtained in the 
emergency room, etc) then can be 
sent back to the original system, or 
to any other computer using the 
QRS Card. Thus, the telecommuni- 
cation ability allows one to be able 
to access ECG for purposes of com- 
parison ina truly paperless and effi- 
cient manner. 


Fax Modules 

Conventionally, the copy made by a 
receiving fax machine is usually 
fuzzy since the original copy has to 
first go through the scanner of the 
transmitting machine. Micro Med 
supplies a special fax machine at a 
reasonable price. This machine has 
a direct computer interface built in 
and can also be used as a regular fax 
machine, local printer and a scanner 
for the computer. 

With the QRS Card software, the 
system acts like an interface between 
the computer and the telephone line 
for transmitting and receiving faxed 
ECGs. The transmitting person 
selects an ECG and enters the tele- 
phone number of the receiving fax 
machine from the keyboard. The 
software extracts the required ECG 
from the data base, converts it into 
a form that is suitable for faxing, and 
then transmits it via the fax machine 
supplied by Micro Med. 

The operator has the option of 
switching the grid on or off, so that 
the ECG may be received ona plain 
or on a special gridded paper, 
respectively. 


Other Features 

The office management system 
facilitates management of an office 
practice. The module provides a 
complete practice management soft- 
ware featuring scheduling, billing, 
accounting, data base of patient 
information and insurance compa- 
nies, etc. The system allows the user 
to define customized formats for 
generating various reports, print- 
outs, billing sheets and insurance 
forms. Different procedures and 
insurance information can also be 
defined by using keywords. 

The chart recorder is a printing 
device for obtaining a hard copy of 
a selected lead in real time. It is a 
2-inch thermal chart recorder that 
is connected to the QRS-Card. The 
chart recorder can be turned on 
and off from within the main menu, 
and can be used to print at 25 and 
50 mm/sec. 
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Technical Information 

The sampling rate is 250 and 1000 
Hz and the analog to digital (A/D) 
resolution is 13 bits. The A/D rate is 
10 KHz. The frequency response is 
0.05-100 Hz, upper 3db at 100 Hz 
(AAMI and AHA Std.). The system 
requirements are an IBM compati- 
ble PC (personal computer) or lap- 
top with a 286 or higher processor, 
one 8-bit slot, at least 640K RAM, 
10 or more megabyte hard disk, 
VGA or ECG monitor (LCD, EL or 
monochrome monitors can also be 
used), and a laser or dot matrix 
printer. Optional items include a 
Hayes compatible modem hooked 
to the serial port, chart recorder and 
fax machine. 

The suggested retail price of the 
QRS Card System is $3,800. How- 
ever, discounts have been offered at 
major medical meetings. The price 
includes the PCC16C QRS-Card, 
patient cable, patient leads, isolation 
transformer, electrodes, QRS-Card 
software and one-year parts and 
labor warranty and free upgrades for 
the software and modules. 

In summary, the QRS Card system 
is a flexible, user-friendly and cost- 
effective system that takes the physi- 
cian one step closer to the truly 
paperless office and hospital. The 
storage of ECGs ona hard disk, opti- 
cal medium, etc., means that hun- 
dreds of thousands of ECGs can be 
stored and retrieved from a desktop 
data base. More importantly, the 
tracings can be accessed remotely 
without having to use a courier. 
Networking, such as Novell, is also 
supported by the system, making 
access of the data base even easier. 

Future promised add-ons will 
enhance the value of the system. 
These include ECG automated mea- 
surement and interpretation, Late 
potential/Signal averaging, Stress 
testing, Batch telephone transmis- 
sion, Macintosh retrieval software, 
Voice response activation and 
patient bar coding. 

For more information call (800) 
877-1107 or contact Micro Med, 
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Figure 1: The QRS Card lets the physician see 12 ECG leads in real time. 
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Inc., University City Science Center, 
3508 Market St., Philadelphia, Pa. 
19104. a 


Dr. Abdulla is the Medical Editor of 
Physicians and Computers. 
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THE FORM 





OF THE FUTURE 


Med Express brings old-fashioned 
paper-based office into the electronic age. 





BY KAY SCHWERZLER 


magine entering an examination 
room with one or two sheets of 
paper in hand that allow you to 
scan quickly and easily through 
the history of a patient’s problem. 
No riffling through the bowels of a 
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chart to find a test result. No search- 
ing for your last prognosis. 

It’s all succinct and sorted in the 
printed encounter form: the prob- 
lem, its ICD-9 code, a tally of all tests, 
treatments and results pertinent to 
the current problem prescribed in 
this office and previous to this office. 
Also included are results of tests and 


treatments prescribed at the last 
encounter. In addition, there’s a sum- 
mary of prognoses, symptoms and 
levels of activity starting from the 
first visit, as well as transcribed notes 
from the last appointment. And all 
with a minimum of dictation. 

Med Express is a new medical 
record tracking system that replaces 
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conventional paper charts with an 
electronic form. It uses checklists for 
treatments, consultations and diag- 
nostic tests to minimize dictation 
time. Then it tracks the information 
by visit and by results in the areas of 
disability status, work loss duration, 
pending tests, test results, all types 
and frequency of treatment includ- 
ing surgery, therapy, medications 
and more. 

According to Steve Gangey, a 
principal in Absolutely Essential Sys- 
tems of Camarillo, Calif., developer 
of the system, Med Express is the 
first of its kind in tracking medical 
records. “It is so thorough in track- 
ing patient encounters, there is 
improved efficiency throughout the 
entire medical practice,” he said. “It 
does more than merely accumulate 
data for storage in a data base. Med 
Express is designed to be dynamic, 
data driven and easily customized to 
fitthe needs of the practice as defined 
by the physician. It is designed for 
increased efficiency, cost contain- 
ment and provides for concurrent 
review." 

Presently the data in the Med 
Express system supports orthope- 
dic and neurologic functions. 
However, it can be customized to 
serve other medical specialties 
such as cardiology, obstetrics and 
gynecology. 

The system is huge, with 39 data 
bases and 72 indexes. But with mes- 
sage lines on the top and bottom of 
the screen indicating options, with 
hot-key instant access, pull-down 
menus, F1 helps, F7 look-ups and F8 
checklists, the system is accessible 
even to computer illiterates. “It’s 
beyond user-friendly: It's intuitive," 
Gangey said. 


Medical Record Tracking 

One or two days prior to each reg- 
ular workday, a staff member 
accesses the Reports Menu and 
inputs the desired date to obtain its 
schedule of appointments. The 
printer then generates the Morning 
Report with its list of the day's 
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At the encounter's conclusion, the doctor 
presents the completed forms to the 
data entry person, who, within minutes, 
can fax a preliminary treatment report 
to the referral source. 


patients and their home and work 
phone numbers for a reminder call, 
phone numbers for follow-up on 
overdue test results, consultations 
and treatment reports, as well as a 
list of no-shows and those patients 
who need rescheduling. 

Next, the staff member moves the 
cursor to the Encounter Forms sec- 
tion of the Reports Menu and 
presses enter to batch-print cus- 
tomized encounter forms for each of 
the day's patients. 

As patients arrive, the physician 
Is prepared with each one's summa- 
rized accumulated data plus a check- 
list to record that day's remarks. In 
addition, preprinted pick-lists are 
available in the examination rooms 
specifying an array of treatment 
selections that includes injections, 
immobilizations, aspirations, med- 
ications, tests and other lists the 
physician might have customized for 
himself. At the encounter's conclu- 
sion, the doctor presents the com- 
pleted forms to the data entry per- 
son, who, within minutes, can fax a 
preliminary treatment report to the 
referral source, whether it's workers 
compensation or another insurance 
carrier. 

After the physician's abbreviated 
dictation has been transcribed into 
the computer via the WordPerfect 
system that interfaces with Med 
Express, the completed treatment 
report is presented to the doctor for 
approval. If corrections are required, 
the form flows through the loop 
again. If the report is correct, the 
encounter form and check-off sheets 


are discarded, the final treatment 
report is mailed to the carrier, and a 
copy placed in the patient's chart. At 
the patient's next appointment, the 
new encounter form that is gener- 
ated automatically contains all the 
updates from the previous meeting. 


A Bird's-Eye View 

Dr. Lawrence N. Borelli, one of the 
originators of Med Express, is an 
orthopedic surgeon in Camarillo, 
Calif., an associated clinical profes- 
sor of orthopedics at the University 
of Southern California, and a self- 
styled computer addict. 

Borelli says he was frustrated 
about the time he wasted dictating 
and correcting notes and respond- 
ing to requests by compensation car- 
riers and other legal or insurance 
bodies. He detailed his needs to 
Gangey, a product engineer, who 
translated those needs to a team of 
programmers. After 16 months, 
Med Express made its debut. 

Borelli has used the system in his 
practice for more than six months 
and has entered more than 2,000 
patients. *It (the encounter form) 
gives me a bird's-eye view of the 
patient, then allows me eye-to-eye 
contact to concentrate on the per- 
son in front of me," he says. Borelli 
prefers not to have a computer 
between him and the patient, which 
prompted the team to develop a 
complete paper interface for the 
system. 

“The program is a time-saver," 
Borellisays. “Organized, logical sys- 
tems like this make you very fast. It 
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Candida spp is one of the top ten 
pathogens throughout the hospital. 
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FUNGAL SUCCESS 


Excellent clinical efficacy in oropharyngeal, esophageal, 
and systemic candidiasis, and cryptococcal meningitis 
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Extensive penetration to key tissues, organs, and fluids 


: pA i Distribution throughout the body approximates that of total body water after oral or IV dosing: 
-— ASA Oral bioavailability of Diflucan is >90% and unaffected by agents that increase gastric pH! 


Excellent clinical safety 


In over 4,000 patients who received Diflucan for at least 7 days, the most common adverse events were 
nausea 3.7% , headache 1.9% , and skin rash 1.8% . 


Rare incidents of serious hepatotoxicity have been reported, but the causal relationship to Diflucan 
is uncertain.’ 
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The Antifungal Effectiveness You Need. The Safety You Want. 


Please see brief summary of prescribing information on last page of this advertisement. 
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INDICATION LOADING DOSE DAILY THERAPY 
OROPHARYNGEAL 

CANDIDIASIS 200 mg 100 mg 
ESOPHAGEAL 

CANDIDIASIS 200 mg 100 mg* 
SYSTEMIC 

CANDIDIASIS 400 mg 200 mg 
CRYPTOCOCCAL 

MENINGITIS 400 mg 200 mg* 
(acute) 

CRYPTOCOCCAL 

MENINGITIS 

(maintenance to 200 mg 


prevent relapse) 


*Doses of up to 400 mg/day may be used, based on medical judgment of the patient's response to therapy. 


References: 1. Horan TC, Culver D, Jarvis W, et al. Pathogens causing nosocomial infections: prelimi- 
nary data from the National Nosocomial Infections Surveillance System. The Antimicrobic Newsletter. 
September 1988;5:65-67. 2. Jarvis WR, National Nosocomial Infections Surveillance System. Predomi- 
nant pathogens in hospital infection. Presented at the 17th International Congress of Chemotherapy: 
June 23-28, 1991; Berlin, FRG. Abstract 111. 3. Emori TG, Banerjee SN, Culver DH, et al. Nosocomial 
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4. Data available on request from Roerig. 5. Saag MS, Fd WG, Cloud GA, et al. Comparison of 
amphotericin B with fluconazole in the treatment of acute AIDS-associated cryptococcal meningitis. 
N Engl J Med. 1992;326:83-89. 6. Powderly WG, Saag MS, Cloud GA, et al. A controlled trial of flucona- 
zole or amphotericin B to prevent relapse of cryptococcal meningitis in patients with the acquired 
immunodeficiency syndrome. N Engl J Med. 1992;326:793-798. 


Brief Summary 


INDICATIONS AND USAGE 
DIFLUCAN (fluconazole) is indicated for the treatment of: 
1. Oropharyngeal and esophageal candidiasis. DIFLUCAN is also effective for the treatment of serious systemic 
candidal infections, including urinary tract infection, peritonitis, and pneumonia. 
2. Cryptococcal meningitis. 

Specimens for fungal culture and other relevant laboratory studies (serology, histopathology) should be obtained 
prior to therapy to isolate and identify causative organisms. Therapy may be instituted before the results of the 
cultures and other laboratory studies are known; however, once these results become available, anti-infective 
therapy should be adjusted accordingly. 
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CONTRAINDICATIONS 
DIFLUCAN (fluconazole) is contraindicated in patients who have shown hypersensitivity to fluconazole or to any of its 
excipients. There is no information regarding cross hypersensitivity between fluconazole and other azole antifungal 
agents. Caution should be used in prescribing DIFLUCAN to patients with hypersensitivity to other azoles. 


WARNINGS 
In rare cases, anaphylaxis has been reported. 

Patients who develop abnormal liver function tests during DIFLUCAN therapy should be monitored for the 
development of more severe hepatic injury. Although serious hepatic reactions have been rare and the causal 
association with DIFLUCAN uncertain, if clinical signs and symptoms consistent with liver disease develop that may 
be attributable to fluconazole, DIFLUCAN should be discontinued. (See Adverse Reactions.) 

Immunocompromised patients who develop rashes during treatment with DIFLUCAN should be monitored closely 
and the drug discontinued if lesions progress. (See Adverse Reactions.) 


PRECAUTIONS 
Drug Interactions (See Clinical Pharmacology) 
DIFLUCAN (fluconazole) increased the prothrombin time after warfarin administration. Careful monitoring of pro- 
thrombin time in patients receiving DIFLUCAN and coumarin-type anticoagulants is recommended. 

DIFLUCAN increased the plasma concentrations of phenytoin. Careful monitoring of phenytoin concentrations in 
patients receiving DIFLUCAN and phenytoin is recommended. 

DIFLUCAN has been infrequently associated with an increase in cyclosporine concentrations in renal transplant 
patients with or without impaired renal function. Careful monitoring of cyclosporine concentrations in patients 
receiving DIFLUCAN and cyclosporine is recommended. 

DIFLUCAN increased the plasma concentrations and reduced the metabolism of tolbutamide, glyburide and 
glipizide. When DIFLUCAN is used concomitantly with these or other sulfonylurea oral hypoglycemic agents, blood 
glucose concentrations should be carefully monitored, and the dose of the sulfonylurea should be adjusted as 
necessary. 

Rifampin enhances the metabolism of concurrently administered DIFLUCAN. Depending on clinical circum- 
stances, consideration should be given to increasing the dose of DIFLUCAN when it is administered with rifampin. 

Physicians should be aware that drug-drug interaction studies with other medications have not been conducted, 
but such interactions may occur. 


Carcinogenesis, Mutagenesis and Impairment of Fertility 

Fluconazole showed no evidence of carcinogenic potential in mice and rats treated orally for 24 months at doses of 
2.5, 5 or 10 mg/kg/day (approximately 2-7x the recommended human dose). Male rats treated with 5 and 
10 mg/kg/day had an increased incidence of hepatocellular adenomas. 

Fluconazole, with or without metabolic activation, was negative in tests for mutagenicity in 4 strains of S. 
typhimurium, and in the mouse lymphoma L5178Y system. Cytogenetic studies in vivo (murine bone marrow cells, 
following oral administration of fluconazole) and in vitro (human lymphocytes exposed to fluconazole at 1000 g/mL) 
showed no evidence of chromosomal mutations. 

Fluconazole did not affect the fertility of male or female rats treated orally with daily doses of 5, 10 or 20 mg/kg or 
with parenteral doses of 5, 25 or 75 mg/kg, although the onset of parturition was slightly delayed at 20 mg/kg p.o. In 
an intravenous perinatal study in rats at 5, 20 and 40 mg/kg, dystocia and prolongation of parturition were observed 
in a few dams at 20 mg/kg (approximately 5-15x the recommended human dose) and 40 mg/kg, but not at 5 mg/kg. 
The disturbances in parturition were reflected by a slight increase in the number of stillborn pups and decrease of 
neonatal survival at these dose levels. The effects on parturition in rats are consistent with the species specific 
estrogen-lowering property produced by high doses of fluconazole. Such a hormone change has not been observed in 
women treated with fluconazole. (See Clinical Pharmacology.) 


Pregnancy 
Teratogenic Effects. Pregnancy Category C: Fluconazole was administered orally to pregnant rabbits during 
organogenesis in two studies, at 5, 10 and 20 mg/kg and at 5, 25, and 75 mg/kg respectively. Maternal weight gain 
was impaired at all dose levels, and abortions occurred at 75 mg/kg (approximately 20-60x the recommended 
human dose); no adverse fetal effects were detected. In several studies in which pregnant rats were treated orally 
with fluconazole during organogenesis, maternal weight gain was impaired and placental weights were increased at 
25 mg/kg. There were no fetal effects at 5 or 10 mg/kg; increases in fetal anatomical variants (supernumerary ribs, 
renal pelvis dilation) and delays in ossification were observed at 25 and 50 mg/kg and higher doses. At doses ranging 
from 80 mg/kg (approximately 20-60x the recommended human dose) to 320 mg/kg embryolethality in rats was 
increased and fetal abnormalities included wavy ribs, cleft palate and abnormal cranio-facial ossification. These 
effects are consistent with the inhibition of estrogen synthesis in rats and may be a result of known effects of lowered 
estrogen on pregnancy, organogenesis and parturition. 

There are no adequate and well controlled studies in pregnant women. DIFLUCAN should be used in pregnancy 
only if the potential benefit justifies the possible risk to the fetus. 


Nursing Mothers 
Fluconazole is secreted in human milk at concentrations similar to plasma. Therefore, the use of DIFLUCAN in nursing 
mothers is not recommended. 


Pediatric Use 
Efficacy of DIFLUCAN has not been established in children. A small number of patients from age 3 to 13 years have 
been treated safely with DIFLUCAN using doses of 3-6 mg/kg daily. 


ADVERSE REACTIONS 
Sixteen percent of over 4000 patients treated with DIFLUCAN (fluconazole) in clinical trials of 7 days or more 
experienced adverse events. Treatment was discontinued in 1.5% of patients due to adverse Clinical events and in 
1.3% of patients due to laboratory test abnormalities. 

In combined clinical trials and foreign marketing experience prior to U.S. marketing, patients with serious 
underlying disease (predominantly AIDS or malignancy) rarely have developed serious hepatic reactions or exfoliative 
skin disorders during treatment with DIFLUCAN (See Warnings). Two of these hepatic reactions and one exfoliative 
skin disorder (Stevens-Johnson syndrome) were associated with a fatal outcome. Because most of these patients 
were receiving multiple concomitant medications, including many known to be hepatotoxic or associated with 
exfoliative skin disorders, the causal association of these reactions with DIFLUCAN therapy is uncertain. 

Clinical adverse events were reported more frequently in HIV infected patients (21%) than in non-HIV infected 
patients (13%); however, the patterns in HIV infected and non-HIV infected patients were similar. The proportions of 
patients discontinuing therapy due to clinical adverse events were similar in the two groups (1.5%), 

The following treatment-related clinical adverse events occurred at an incidence of 1% or greater in 4048 patients 
receiving DIFLUCAN for 7 or more days in clincal trials: nausea 3.7%, headache 1.9%, skin rash 1.8%, vomiting 
1.7%, abdominal pain 1.7%, and diarrhea 1.5%. 

In two comparative trials evaluating the efficacy of DIFLUCAN for the suppression of relapse of cryptococcal 
meningitis, a statistically significant increase was observed in median AST (SGOT) levels from a baseline value of 30 
IU/L to 41 IU/L in one trial and 34 IU/L to 66 IU/L in the other. The overall rate of serum transaminase elevations of 
more than 8 times the upper limit of normal was approximately 1% in fluconazole-treated patients in clinical trials. 
These elevations occurred in patients with severe underlying disease, predominantly AIDS or malignancies, most of 
whom were receiving multiple concomitant medications, including many known to be hepatotoxic. The incidence of 
abnormally elevated serum transaminases was greater in patients taking DIFLUCAN concomitantly with one or more 
of the following medications: rifampin, phenytoin, isoniazid, valproic acid or oral sulfonylurea hypoglycemic agents. 

In rare cases, anaphylaxis has been reported. 

Although rare cases of leukopenia and thrombocytopenia have been reported, a causal relationship to fluconazole 
has not been established. 
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also gives me tight control of my patients and makes each 
encounter more meaningful. Insurance companies love it 
because of the built-in faxing capability and the fact that 
it tracks for them. They don’t have to look up previous 
treatments.” 

Borelli also notes that it’s easy for physicians to write 
fuzzy reports. But not with Med Express. “I have gotten 
the notice of consulting physicians as well as compensa- 
tion carriers for the apparent painstaking effort I have gone 
through to make my medical records consistent, timely 
and to the point. I send out hard info. I can’t tell you how 
good that is.” 

Borelli also points to the tracking capabilities of Med 
Express. “I can see how many MRIs I’m doing,” he says. 
“I can see my drug patterns and look up surgeries by 
pathology performed. I tend to be demanding in captur- 
ing lots of data. The system is dynamic and fluid as opposed 
to rigid. Using it's like driving a sports car versus a Cadil- 
lac—you really have control." 

Another capability of the system that pleases Borelli is 
the fact that he can call up records by modem froma remote 
location to know exactly the clinical course of a patient. 
“On weekends it’s great,” he says, “because I can’t remem- 
ber patients on weekends.” 


System Capabilities 

The Main Menu features six options: Patient Informa- 
tion, Patient Visit, Communication Menu, Reports Menu, 
System Menu, Utilities, plus an exit path. 

Used less frequently than the others, the Utilities Menu 
removes deleted records and re-indexes the system’s files, 
and the Communications Menu deals with the fax-direct 
and modem options of the system. 

The System Menu accesses directory information: Med 
Express can be bundled with a modem and software pack- 
ages that include R&R, PC Anywhere, HiJaak and Word- 
Perfect. Systems also displays the complete library of look- 
up files available in various phases of the Patient Visit file. 

Five components of the Reports Menu include the pre- 
viously mentioned encounter forms and morning reports. 
Other forms for printout include pick-lists for treatment 
selection, R&R Report Writer for creating custom reports, 
and check-off sheets for test results. 

Patient Information includes space for particulars on 
the referral source, patient and employer. Once several 
carriers are entered into the system, an F7 pop-up will 
display the entire list. Then, if there’s a match, a touch 
of the enter button automatically will transfer the appro- 
priate name and address to spaces on the information 
form. The same with employers: There’s an F7 look-up 
that displays the employer list. A search with the cursor 
or an entry of the first few letters of the company will 
focus the desired name, if entered previously, and a touch 
of the enter key will fill in the blanks on the form. With 
such helps throughout the system, the developers have 
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Dr. Lawrence N. Borelli, an orthopedic surgeon in Camarillo, Calif., and a staff person 
confer on the day’s patients. Dr. Borelli is an originator of Med Express. 





sought to simplify keystrokes for 
the data-entry person. 

As valuable as the previous menus 
and their capabilities are, the heart 
of the Med Express system is the 
Patient Visit Menu. Its upper mes- 
sage line contains a wellspring of 
pick lists, choices and options. Either 
the touch of a hot key or the move- 
ment of the cursor plus the enter 
button will pull down the powerful 
data contained under Patient, Vis- 
its, Report, Treatment, Outside, plus 
Exit. 

The Patient screen shows the most 
recent medical record of the person, 
and the Report file can message the 
printer to produce an encounter 
form or treatment report. 

Under Visits, prompts appear 
above the screen for each of the sev- 
eral selections grouped under the 
seven options available here. One 
option is transcription, which 
brings up the system's word pro- 
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cessing capabilities. An alternative 
choice is available for in-house notes 
that will not appear on the final 
treatment report. Checklists in this 
powerful section request physician 
responses to the patient's current 
disability status and outlooks on 
symptoms, activity, prognosis and 
rehabilitation. After inputting the 
patient's problem, an. F7 look-up 
will display automatically find the 
closest ICD-9 code and diagnosis. 
The physician can search for alter- 
native codes by scrolling through 
the comprehensive list or entering 
either the code number or name of 
diagnosis. 

The Treatment file contains list 
after list of tests, consulting doctors, 
aspirations, immobilizations, injec- 
tions, medications, results, physical 
therapy, occupational therapy and 
surgery. Some of the choices here go 
three or even five levels deep to 
achieve pinpoint accuracy of the 


problem's location or results of a 
procedure. 

Where outside tests, treatments 
or consultations are required, the 
Outside file offers lists from which 
the physician can choose the desired 
service. 

The Med Express tracking system 
tallies all of this information visit by 
visit into the patient's encounter 
form. The system alsocan recall each 
visit separately to the screen. 

Med Express will support a pri- 
vate practice of one or two physi- 
cians or a clinic of up to 20 physi- 
cians. It is PC-based. Minimum 
requirement is an IBM compatible 
computer with DOS 3.3, 2 megabyte 
RAM (although 4 or 8 are preferred) 
and 20 megabytes of free hard-disk 
space (although 80 megabytes of 
hard-disk is recommended for max- 
imum speed). 

Med Express software is available 
by lease only. The cost is $3,695 for 
software and installation, which 
includes quarterly updates. The sys- 
tem—bundled with options such as 
a modem and software that could 
include R&R, PC Anywhere, HiJaak 
and WordPerfect—can cost up to 
$4,945. These prices are for a single 
physician; add $1,500 for each addi- 
tional physician. 

Borelli says that this medical 
record tracking system is different 
from collections software that 1s 
designed to increase net profits. 
“This system,” he says, “makes each 
patient encounter more meaningful. 
It tells work comp, for example, that 
you are caring for your patients and 
giving necessary care, not extra care. 
It’s a step toward the ultimate goal 
of giving expert medical care.” 

For information on Med Express, 
contact Absolutely Essential Systems 
(AES) at 2510 Las Posas Road, 
Camarillo, Calif. 93010; (800) 350- 
7767 or (805) 389-6877. i] 


Kay Schwerzler is a freelance writer 
from Schaumburg, Ill., and a fre- 
quent contributor to Physicians and 
Computers. 
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"MD VersaForm 
was an easy step 
from my manual 
system. It combined 
the simplicity of the 
ledger card with 
the power of the 


computer." 
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The MD VersaForm Patient Ledger System 


MD VersaForm's screen is the patient 
ledger card. 
Your office staff will be amazed at 


MD VersaForm’s similarity to the familiar 


and comfortable ledger card system. The 
ledger provides a clear framework for the 
data. From one screen, you can easily 
view and modify all patient information. 


MD VersaForm reports provide 

the information that I need to run 
my office. 

Among the extensive reports are the Day 
Sheet, the Aged Accounts Receivable 
report, a Recall Appointments report, 
and Practice Analysis reports. But if you 
need reports specially designed for your 
practice, MD VersaForm contains a 
complete Report Generator that can 
compile and summarize any data that 
you have entered. 


I can create a claim form simulta- 
neously with updating charges in 
the ledger file. 

Statements, superbills, and claim forms 
can be printed on demand or in batches, 
whenever you choose. As information is 
entered into MD VersaForm, it is auto- 
matically checked for accuracy and 


completeness, thus improving the 
acceptance of claims. However, if you 
have to resubmit a claim, all the original 
information is easily retrieved. 


With MD VersaForm, my patient 
information is secure. 

Each MD VersaForm user can be 
assigned a unique password permitting 
use of the system. Additionally, you 
can restrict access to specific files and 
reports preventing unauthorized use 

of your financial information. And this 
same security extends through the 
network version. 


I trained someone who had never 
worked with computers before. 
Extensive use of menus and on-line 
tutorials allow MD VersaForm to be 
learned quickly, even by those who are 
not specially trained in the use of 
computers. 


The excellent support has continued. 
With the purchase of MD VersaForm, 
you automatically get 30 days of free 
telephone support to assist you in getting 
started with the system. Extended 
support policies are also available. 


Electronic Claims Submission Available 


The MD VersaForm Patient Ledger 
System is a complete software package 
for the IBM PC and compatibles at 


only $1295. We offer a 30-day money 


back guarantee that you will be satisfied. 


To find out why so many doctors are 
choosing the MD VersaForm Patient 
Ledger System, fill out and mail the 
coupon (or attach your business card) 


or call us toll free at 


1-800-678-1111 ext.72 
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Giz APPLIED SOFTWARE TECHNOLOGY 
SS 591 W. HAMILTON AVE., SUITE #201, DEPT. 72 
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THE RECESSION 
ADVANTAGE 


Economic hard times make this a good time for 
physicians to take the plunge to computers. 





BY RONNI HEINZE 


he personal computer (PC) 

industry was one of the 

first to be hit by the reces- 

sion. But the industry’s 
problems can he good news for 
physicians who have been putting 
off computer purchases. 
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Hard times are benefiting buyers. 
Computer manufacturers have had 
to alter their marketing strategies to 
attract customers. The results are 
dramatically lower prices and new 
distribution channels designed for 
the convenience of purchasers. Sales 
are up, prices are down. Here’s why 
now is the time to make the reces- 
sion work for you. 


New Strategies 

Computer vendors are working 
hard, but not necessarily creating 
the latest technology that will 
make a PC operate a millisecond 
faster. They’re creating new ways 
to make their products more 
appealing and accessible to cus- 
tomers, and one technique has 
been to cut prices. 
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Although some firms have 
always positioned themselves as 
low-price vendors, others have 
sought loftier goals, such as mar- 
ket-share leadership. But whatever 
the goal, all vendors have taken out 
their red pens and are slashing 
prices. Since late 1990, at least 20 
different computer makers have 
lowered prices on PCs, laptops and 
portables. These vendors include 
some of the industry’s best-known 
computer makers, including IBM, 
Compaq, Toshiba, Leading Edge, 
Dell Computer Corp., Apple Com- 
puter and Zenith Data Systems, as 
well as firms such as Commax, 
Zeos, Hyundai Electronics Amer- 
ica, Outbound Systems, Inc., Safari 
and PC Brand. 

Some firms have announced mul- 
tiple cuts. Dell, for example has 
announced approximately five price 
reductions since August 1990, and 
Apple and IBM announced about 
two each. 

Although price wars seemed to 
have peaked last year, computer 
industry journals still report surprise 
at how low prices are falling. In Feb- 
ruary, Apple cut prices on its low- 
end Macintosh systems as much as 
37 percent, Dell products fell by 25 
percent, and Digital Equipment Cor- 
poration (DEC) and Zenith Data 
Systems products were reduced by 
upto 36 percent. Apple even reduced 
prices on its popular PowerBook 
notebook computers. Deciding to 
live with smaller profit margins and 
seek broader market share by sell- 
ing more lower-priced systems, 
Apple demonstrated a major shift in 
its strategy; in the past, the company 
chose to seek fewer higher-priced 
sales to make more money. 

Another vendor strategy has been 
to restructure the firm in the hope 
of improving sales by either cen- 
tralizing or decentralizing efforts. In 
December 1991, for example, IBM 
split its operations into autonomous 
companies so each can execute pro- 
grams more quickly. In March, 
Apple reorganized its sales and 
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marketing departments for the sixth 
time in three years. 

Companies also have established 
new marketing gimmicks to sell 
products. IBM instituted a trade-in 
program, Apple a rebate program. 
DEC is selling PCs via a mail-order 
operation. Industry insiders believe 
Compaq will move toward a direct 
sales approach as well. Gateway is 
selling by telephone, as is IBM, 
which now offers sales through an 
800 number for both PS/1 and low- 
end PS/2 models as well as its OS/2 
2.0 operating system software. Tra- 
ditionally the company sold only 
through dealers, with the exception 
of a nationwide network of retail 
stores it operated in the 1980s, but 
sold to NyNex Corporation in 1986. 

Another marketing trend is the 
emergence of a new class of retail 
outlets. Having moved out of the 
retail market altogether a few years 
ago, ComputerLand has moved 
back in, opening a SuperStore called 
ComputerLand Express in Roswell, 
Ga., near Atlanta. Speaking from 
the firm’s Pleasanton, Calif., head- 
quarters, spokesman Steve Taylor 
says the store is “doing great,” with 
sales reaching nearly $2 million a 
month. 

ComputerLand had moved out of 
the retail business because it was 
being taken over by mail-order, 
Taylor explains. Then the firm con- 
centrated on selling to large corpo- 
rations. But consumers and small- 
business owners prefer to buy in 
discount warehouses, Taylor says, so 
ComputerLand took a closer look at 
the warehouse model to attract these 
customers. SuperStores don’t re- 
quire the membership fee that some 
discount outlets demand and they 
sell only computer and peripheral 
equipment. And, Taylor boasts, “No 
one has cheaper prices than Com- 
puterLand Express.” In fact, he says, 
the store is doing so well that Com- 
puterLand will open another Super- 
Store in the Northeast soon, and sev- 
eral more in the next six to 12 
months. 


All personal 
computer vendors 
have taken out 
their red 
pens and are 
slashing prices. 


Apple also has started to sell in a 
broader range of outlets. In April the 
company announced that The Office 
Center at Sears will sell and service 
specially configured Macintosh 
computers and printer products. 
(Sears Office Centers are located in 
certain Sears Brand Central stores in 
Delaware, Illinois, Indiana, Michi- 
gan, New Jersey, New York, Penn- 
sylvania, Virginia, Wisconsin and 
Washington, D.C.) 

Apple also signed up several firms 
to distribute certain Macintosh 
products and peripherals to smaller 
Value-Added Resellers (VARs) to 
reach customers in various vertical 
markets. In addition, Apple signed 
up the retail division of CompuAdd 
Computer Corp., a mail-order firm 
that has opened 125 stores in 35 
states. As one vendor put it, *We'll 
be where the customers demand." 


Business is Booming 

All these new marketing strategies 
are working. Dell reported fiscal 
1991 revenues that were up a stag- 
gering 63 percent from the previous 
year. 

The PC industry as a whole in cal- 
endar 1991 only increased its world- 
wide factory sales by 10.2 percent, 
according to industry analysts at 
Dataquest, Inc. IBM, which reported 
a dramatic loss of $2.8 billion in 
1991, reported earnings of $595 mil- 
lion in its first quarter this year. 

Apple’s not suffering either, 
reporting a 3.1 percent rise in quar- 
terly profit for its second quarter 
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ending March 27. According to 
Apple Chairman and Chief Execu- 
tive Officer John Sculley, the com- 
pany has shipped more than 
200,000 of its PowerBook note- 
books, which were introduced just 
last year. 

Software sales are rising too. IBM 
reported in May that only six weeks 
after introduction of its new OS/2 
operating system, it had shipped 
200,000 copies of the software. This 
puts the company well ahead of sales 
estimates for the year of between 2 
million and 4 million copies. 
Microsoft Corp. said it expects to 
ship about 10 million copies of its 
new Windows 3.1 software this year. 

The Software Publishers Associa- 
tion reported that 1991 PC applica- 
tion sales increased 24.6 percent 
over 1990. Combined international 
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and North American sales were up 
28 percent. And, for the first time 
since the association began tracking 
sales in 1988, North American sales 
in the fourth quarter grew faster, at 
33.6 percent, than did international 
sales, at 23 percent. 

Sales of Windows applications led 
the industry growth—up 228 per- 
cent in the fourth quarter and up 196 
percent for the full year. Sales of 
Macintosh applications continued 
to grow faster than the industry aver- 
age, growing 37 percent for the year. 
DOS, however, remained the best- 
selling application format. 

In 1991, spreadsheet sales grew 
faster than other major categories— 
up 35 percent. Word processors 
remained the largest category, with 
an increase of 23.8 percent over 


1990. 


New tactics by vendors seem to 
portend a more sanguine future for 
the PC industry and better buys for 
us. 


The PC Advantage 

“The recession is not hurting PC 
sales in the small-business area,” 
says Tom Virden, Apple’s marketing 
manager for small business. “In a 
recession, small businesses look 
harder for things to help them. If 
users can increase their productiv- 
ity, there is good value [in a Macin- 
tosh purchase],” he says. “It’s acom- 
petitive advantage against those who 
aren’t buying.” 

Apple markets such value, he 
adds. Virden denies that recent 
changes at Apple are the result of a 
reactive recession marketing shift. 
“We want to be a mainstream 
player,” he explains. “It’s all part of 
our market share strategy. We want 
to increase distribution and make 
our products affordable.” 

Both ComputerLand’s Taylor 
and Virden agree that computer 
sales have evolved into a com- 
modity business serving two types 
of customers. The sophisticated 
customers know what they want, 
when it’s available, and how 
much it costs. They shop at Super- 
Stores. The second kind of cus- 
tomers are small-business people 
who are less knowledgeable about 
computers and want help with 
their purchase. They shop 
through VARs, consultants and 
special dealers. 

Whatever type of customer you 
are, with prices as low as they’ve 
ever been, $5,000 today might buy 
you a competitive advantage: a fairly 
powerful PC, operating system, 
application software—and you 
might even enough money left over 
for a printer. Now is clearly the time 
to buy. E 


Ronni Heinze is a freelance writer 
from Mill Valley, Calif., and a fre- 
quent contributor to Physicians and 
Computers. 
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COMPUTERS 
IN QUALITY 
ASSESSMENT 


As part of the push toward quality control, hospital 
designs system to track data on trends. 





BY LESLIE CITROME, M.D., 
ER.C.P.(C) 
Sei eases EA E 


ontinuous Quality Im- 

provement, which has 

become a vital part of U.S. 

industry, is critical to 
health care as well. And computers 
can help health care providers mon- 
itor and improve quality. 


The Joint Commission on Accred- 
itation of Healthcare Organizations 
(JCAHO) actively encourages physi- 
cian involvement in Quality Assess- 
ment/Quality Improvement ac- 
tivities (QA/QI). Since JCAHO 
accreditation is considered highly 
desirable, if not essential, for most 
hospitals, physicians are asked to 
play a vital role in trend analysis and 
recommendations for Continuous 


Quality Improvement (COI). The 
acronyms of QA/QI/CQI are becom- 
ing more familiar to practitioners 
and administrators alike, and both 
need to collaborate in order to pro- 
duce relevant data for analysis. 
Described here is a system developed 
at the FDR VA Hospital in Mon- 
trose, N.Y., while the author was 
Assistant Chief of the Psychiatry 
Service. 
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Incident reports are generated 
whenever an unusual or untoward 
event has occurred, eg. patient fall, 
assault, unexpected death, medica- 
tion error, etc. Tracking these events 
by ward, month and type can reveal 
important information useful in 
quality assessment and risk man- 
agement. 

Most VA hospitals have one or 
more mainframe computers (DEC 
PDP-11 or VAX minicomputers) 
connected to at least several dozen 
terminals (Decentralized Hospital 
Computer Program—DHCP). Data 
can be entered onto central storage 
and retrieved at any terminal. Sim- 
ple analysis can take place but can 
be time-consuming because system 
resources are not equipped to han- 
dle demanding tasks over several ter- 
minals at once. The DHCP does not 
afford the greater flexibility avail- 
able on a freestanding IBM com- 
patible personal computer. An inno- 
vative mating of the DHCP and PC 
was accomplished to provide high 
quality analysis and reporting. This 
scenario may be similar to other sys- 
tems in municipal and private hos- 
pitals where minicomputers co-exist 
(sometimes not peacefully) with per- 
sonal computers. 

The FDR VA Hospital is a 900 bed 
neuropsychiatric facility with a large 
geriatric population. Over the 
course of a typical month, up to 150 
incident reports are generated for a 
variety of events (Figure 1). The 
basic facts are entered by Nursing 
Service into a specially created data 
base on the DHCP. Tracking initially 
was done by using the formatting 
tools available on the DHCP but was 
limited in terms of slow execution 
speed, burdensome template con- 
struction and limited graphical out- 
put possibilities. Nursing Service ini- 
tiated a new graphical output system 
by using the numbers of incidents per 
unit per month and manually enter- 
ing these on a PC using a spreadsheet 
program. Graphs were then gener- 
ated one at a time for incidents per 
ward by month using a presentation 
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Incident reports tracking these 
events by ward, month and type 
can reveal important information 

useful in quality assessment 
and risk management. 


graphics program. Limitations to 
this approach included the manual 
entering of numerical data (slow), 
the manual setup needed to print 
each chart (slow), the lack of a gen- 
eral trending chart that includes the 
entire hospital, and more impor- 
tantly, the lack of tracking by inci- 
dent type. 

The author developed an auto- 
mated system that transformed and 
enhanced the above procedure into 
a one-button process, taking little 
time and providing high-quality 
graphs and tables using a laser 
printer. Theextensive programming 
work was undertaken by a psychol- 
ogist who had a comprehensive 
background in computers. 


The Method 

Using a PC equipped with a modem, 
a 90 line script was written that 
instructs the communications soft- 
ware (Procomm Plus) to call the 
DHCP and download the incident 
report file as of a specified date. 
Another program (300 lines of 
BASIC) reads the downloaded infor- 
mation and edits it for import into 
a dBase IV data base. The program- 
ming capabilities of dBase IV are 
subsequently used for further orga- 
nization and analysis (1200 lines of 
dBase IV). 

The flexibility afforded by the PC 
enables sorting and counting by any 
of the fields recorded: name, age, 
date, time, location, and/or type of 
incident. For the purposes of the hos- 
pital’s Incident Report Committee, 


the following items were required: a 
graph of hospital incidents over 
time, graphs of incidents per ward 
over time, tabular data of incident 
type per unit for a given month, tab- 
ular data of assaultive incidents per 
unit for the prior two years by 
month, tabular data of alleged 
patient abuse incidents per unit for 
the prior two years by month, tab- 
ular data of code Z—“Not an Inci- 
dent” (eg. expected death initially 
reported as an incident) per unit for 
the prior two years by month, and 
tabular data for each incident where 
the severity of injury was noted to 
be critical. 

Production of the above normally 
would take many hours to prepare 
on a monthly basis, but by taking 
advantage of the dBase IV pro- 
gramming language, as well as the 
automated processing features (key- 
stroke macros generated on the fly) 
of the presentation graphics soft- 
ware (Harvard Graphics), a one-step 
process was developed. The user 
invokes the program and is 
prompted for his or her ID code and 
password, as well as a starting date 
for when the data should be col- 
lected (and added to the data base 
already stored on the PC). The pro- 
gram then dials the DHCP, down- 
loads the data and produces the out- 
put on a high-quality laser printer. 


The Results 

Results of the system are shown in 
Figures 1 and 2; the data contained 
in the figures are fabricated in order 
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Figure 1: A sample table of incidents by type and by ward for a given month. 
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Figure 2: A sample graph of hospital incidents over time, including a running average. 


to maintain confidentiality. Figure 2 
shows a graph of incidents by ward 
over time, and also plots a running 
average. This allows the Incident 
Report Committee to visualize an 
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expected range and facilitates flag- 
ging of trends. 

The Incident Report Committee 
Is an interdisciplinary team com- 
posed of clinical staff mainly at the 


Service Chief level. Meeting 
monthly, they are charged with 
reviewing incidents, evaluating 
trends and recommending actions 
to help reduce the incident rate and 
subsequent injury to patients and 
staff. The data produced by the com- 
puter system enable the effective 
trending needed and serve as an 
important component of the hospi- 
tal's quality assurance and risk man- 
agement system. 

The system can be easily ported 
to other VÀ Medical Centers that 
record patient incidents on the 
DHCP. It is expandable to generate 
reports regarding incidents by 
shift, patient, level of injury, day of 
week and so on. It is limited only 
to the information downloaded 
from the DHCP. Since the system 
platform consists of standard 
software packages, it is relatively 
economical. 

It is conceivable that other data 
can be downloaded from the DHCP 
and be reviewed using the sophisti- 
cated analytic tools available on a 
PC. For example, selected patient 
information data fields can be cross- 
referenced with admission dates and 
incidents, providing clinical mea- 
sures for prediction and planning. 

It is essential that physicians be 
involved in developing systems so 
that they can ensure their clinical 
relevance. Encouraging familiarity 
with computers will also spur on 
new ideas that can lead to further 
automation and save valuable 
time. 

For more information on the sys- 
tem, contact Leslie Citrome, M.D., 
Clinical Director, Middletown Psy- 
chiatric Center, P.O. Box 1453, Mid- 
dleton, N.Y. 10940; phone, (914) 
342-2614; fax, (914) 342-4975. M 


Leslie Citrome, M.D., E R.C.P.(C) is 
the clinical director of the Middle- 
town (N.Y.) Psychiatric Center and 
assistant clinical professor in the 
Department of Psychiatry at the 
Mount Sinai School of Medicine, 
New York. 
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PS IN THE CARDS 


Physician uses HyperCard to develop office management 
software to meet the specific needs of his practice. 


BY PETER J. BOWER, M.D. 


bout a year anda half ago, 
Iopeneda practice in reha- 
bilitation medicine, treat- 
ing non-surgical occupa- 
tional, sports and personal injuries. 
Having been in a solo practice 12 
years ago and understanding the 
substantial overhead involved in 
running a primary care practice, I set 


34 


out this time to try and meld what 
appeared to be diametrically 
opposed ideals: to provide quality 
care at a rational, enjoyable pace, 
and to make a financially viable 
practice. To accomplish this goal, I 
looked toward automation to man- 
age my practice. 

Iknew how to program, so, using 
a Macintosh Portable and then mov- 
ing to the Apple PowerBook 170,1 
began developing my own office 


management *solution software." I 
wanted an interface that would 
allow all of the typical office man- 
agement and report functions to be 
executed by mouse clicks. I wanted 
very little typing and the ability to 
perform data-base management of 
all patient demographics, reports, 
bills and collections, as well as the 
ability to generate financial reports. 

After evaluating several data- 
base management software pack- 
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ages, I decided on the HyperCard 
as the fundamental framework for 
my medical office management. 
HyperCard is an interrelational 
data-base program. With it the user 
can develop customized data entry 
forms, called cards, that have data 
fields defined by the user and have 
icon-driven macros, called buttons, 
for processing data. Each card is 
unique and bundled into a “stack” 
of similar cards. Data from any 
card may be shared with any other 
card in its stack or with any other 
stack. 

This ability to share data between 
stacks has sped the development of 
my application. Every aspect of my 
office and patient management is 
interrelated and accessible. I ini- 
tially defined a patient demo- 
graphic data entry form. Every 
patient in my practice is represented 
by a unique card that is easily mod- 
ified and searched by built-in 
HyperCard functions. The demo- 
graphic card for any patient acts as 
a springboard from which a click 
on any number of buttons launches 
specific tasks, all referenced to the 
demographic card visible on the 
computer screen. 


Constructing Reports 

My practice requires that I produce 
a report from essentially every 
patient encounter. I next began to 
develop a report generator. Clicking 
on the “manager” button, a new 
stack opens referenced to all the 
demographic information on the 
previous window. This stack has a 
number of utilities that allow the 
“construction” of a report in specific 
steps. 

The subjective history is derived 
from three sources. First, there is an 
extensive questionnaire for initial 
evaluations or a more specific prob- 
lem-oriented one for follow-up vis- 
its that the patient fills out prior to 
our visit. This questionnaire is con- 
structed in a multiple-choice man- 
ner, lending itself to a simple click 
entry system for data input. 
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Second, there is a specific prob- 
lem-centered menu where changes in 
the nature of complaints and other 
subjective function and symptom 
characteristics are noted. Finally, 
there is the ability to type in infor- 
mation in either small or large bun- 
dles and identify them as belonging 
to a specific problem. 

The report generator will take 
these three sources of information 
and produce a narrative report that 
is sequenced according to problem. 

The physical exam is recorded as 
it is done. Given the routine nature 
of examinations and the finite num- 
ber of both exam tests and findings, 
it was easiest to develop a system of 
“hierarchical pop-up menus” to 
move through this mass of infor- 
mation quickly and specifically. If a 
patient was found to have tenderness 
and spasm in the left rhomboid 
minor muscle, for example, a hier- 
archical selection would be: left, 
rhomboid minor, tenderness and 
spasm. 

The diagnosis is chosen with the 
same pop-up menu. At this time an 
insurance billing form is initiated 
with the patient’s demographic 
information entered and the diag- 
nosis from the report entered with 
appropriate codes. 

The discussion or plan section on 
the report is similarly selected. There 
are multiple pull-down menus 
grouped by titles such as “Work 
Restriction,” “Medications,” “Lab- 
oratory Tests” and “Special Ser- 
vices.” One nice feature of Hyper- 
Card is that it is very easy to modify 
these selections. If a new test 
becomes available, all I need to do 
is type it in once and it integrates into 
the program. The same is true for all 
of the menu selections. 


Help with Billing 
The bill is generated once charges are 
added by clicking on the correct 
billing descriptors. 

All of the data that go into the 
report are saved in a data base that 
allows searches to be used to 








Dr. Bower’s HyperCard-based program 
can be used on a laptop computer. 


graphically display trends in the 
patient’s progress. The patient’s 
subjective impression of symptom 
severity or the objectively mea- 
sured range of motion of a joint can 
be displayed through time. I find 
graphics like these are particularly 
useful in explaining patient man- 
agement decisions to insurance 
companies. 

A quick pull-down menu is 
clicked to identify where copies of 
the report and bill are to go, i.e. refer- 
ral physicians, lawyers, etc. The last 
step is a spell checker if any infor- 
mation was added by manual typ- 
ing, just to be sure no typographical 
errors slip through. 

The reports and bills are printed 
out in batches sequenced together 
with a routing sheet if more than 
one person gets a copy of the 
report. 

If I am diligent and don’t waste 
much time drinking coffee, I can 
literally see and generate the report 
and bill within five minutes after 
seeing a patient. There are times 
when I do dictate a lengthy dis- 
cussion or complex history. Then 
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The HyperCard-based system makes office management more efficient, freeing the 
physician to maintain better patient contact. 





the report generator will splice in 
the dictation from a disk that my 
transcriptionist supplies me. The 
vast majority of my patient inter- 
actions are quite adequately doc- 
umented without manual typing. 
In fact, the documentation is well 
constructed, consistent report to 
report, and supplies both referral 
physicians and insurance compa- 
nies all the information that they 
may require. 

Accounting is done on a daily 
basis. My one employee answers 
phones and does the data entry on 
our office computer, a Macintosh 
IIcx. The day sheet is kept on com- 
puter, as is the appointment log. As 
the mail is opened, insurance pay- 
ments are entered and referenced to 
the original bill by the specific 
charges. I am able to search and 
monitor reimbursement from dif- 
ferent carriers and attempt, at least, 
to maximize my collections. As the 
daily insurance payments are 


received and entered, a banking 
deposit slip is filled out. 

A current summary of the status of 
accounts is generated. I use this sum- 
mary once a month to monitor and 
take action on outstanding bills. 
Essentially, I can scan the pending 
bills by age and review collections 
activity as well as do things like send 
out customized complaint letters to 
insurance companies for tardy pay- 
ments. I even have the option to gen- 
erate a 10 percent penalty charge to 
the insurance company if they have 
delayed my payment more than 60 
days. All of this with clicks of amouse. 


Customizing Features 

I added a few other features as time 
went on. One handy one is a patient- 
recall tickler file. Recall letters from 
several different stock formats can 
be generated automatically for print- 
ing and mailing, or more custom 
actions can be initiated after a sim- 
ple reminder on the screen. 


Like some commercially available 
software, this program generates 
custom reports on my letterhead as 
well as insurance bills and reports 
on plain paper. I use a Hewlett 
Packard DeskJet printer, which I find 
provides sturdy, inexpensive, has- 
sle-free, quiet performance. 

In order to speed patient demo- 
graphic entry, I constructed another 
stack of insurance company names, 
addresses, phone numbers and con- 
tact people. This is accessed by 
another pull-down menu when 
patient data is being entered. Once 
again, the ease with which data 
bases of many different types can 
be integrated within HyperCard 
made this a very easy process to 
develop. 

I know of at least one “off the 
shelf” program that does many of 
the things mine will do. But none 
that I’ve seen has the patient-report 
generating capability of mine in 
such a small system. I rarely need 
to employ a transcriptionist and 
have the good feeling of having all 
of my paper work complete by the 
end of the day. The aspect of timely 
reporting to insurance companies 
and referral physicians is another 
definite strong point for this type 
of system. 

I suppose this type of project isn’t 
for everyone. But for people like me, 
who enjoy the process of program- 
ming, it is possible to design a sys- 
tem that fits like a glove. If an idea 
for an improvement strikes me, I 
often can program it on the fly and 
see the results immediately. 

My program will run on any Mac- 
intosh computer with 4 megabytes 
of RAM and a 20 megabyte hard 
disk. It is compatible with system 
6.0.5 and up. [have no plans to mar- 
ket it, but I would be happy to 
respond to anyone interested enough 
to drop me a line at 418 Petaluma 
Ave., Sebastopol, Calif. 95472. B 


Dr. Peter J. Bower has a practice in 
Musculoskeletal Medicine in 


Sebastopol, Calif. 
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Coumarin Anticoagulants: There have been rare reports of increased prothrombin time in patients taking coumarin anticoagu- 
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The e adverse reactions occurred with an incidence of less than 3.0%. With the exception of leg cramps, the incidence 
of these side effects was similar to that of placebo alone: body as a whole/systemic : asthenia, flushing, pain; cardiovascular: pal- 
pitations; central nervous system : insomnia, nervousness, paresthesia, somnolence; dermatologic: pruritus, rash; gastrointesti- 
nal: abdominal pain, diarrhea, dry mouth, dyspepsia, flatulence; musculoskeletal: arthralgia, leg cramps; respiratory : chest pain 
(nonspecific), dyspnea; urogenital: impotence, polyuria. 

Other adverse reactions were reported sporadically with an incidence of 1.0% or less. These include: body as a whole/systemic : 
face edema, fever, hot flashes, malaise, periorbital edema, rigors; cardiovascular : arrhythmia, hypotension, increased angina, 
tachycardia, syncope; central nervous system : anxiety, ataxia, decreased libido, depression, hypertonia, hypoesthesia, migraine, 
paroniria, tremor, vertigo; dermatologic: alopecia, increased sweating, urticaria, purpura; gastrointestinal: eructation, gastro- 
esophageal reflux, gum hyperplasia, melena, vomiting, weight increase; musculoskeletal: back pain, gout, myalgias: respiratory: 
coughing, epistaxis, upper respiratory tract infection, respiratory disorder, sinusitis; special senses : abnormal lacrimation, abnor- 
mal vision, taste perversion, tinnitus; urogenital/reproductive: breast pain, dysuria, hematuria, nocturia. 

o experiences which occurred in less than 1 in 1000 patients cannot be distinguished from concurrent disease states or 
medications. 

The following adverse experiences, reported in less than 1% of patients, occurred under conditions (e.g., open trials, marketing 
experience) where a causal relationship is uncertain: gastrointestinal irritation, gastrointestinal bleeding. 

n multiple-dose U.S. and foreign controlled studies with nifedipine capsules in which adverse reactions were reported sponta- 
neously, adverse effects were frequent but generally not serious and rarely required discontinuation of therapy or dosage adjust- 
ment. Most were expected consequences of the vasodilator effects of Procardia. Adverse experiences reported in placebo-con- 
trolled trials include: dizziness, lightheadedness, and giddiness (27%, compared to 15% placebo incidence); flushing, heat sensa- 
tion (25%, compared to 8% placebo incidence); headache (23%. compared to 20% placebo incidence); weakness (12%, com- 
pared to 10% placebo incidence); nausea, heartburn (11%, compared to 8% placebo incidence); muscle cramps. tremor (8%, 
compared to 3% placebo incidence); peripheral edema (7%, compared to 1% placebo incidence); nervousness, mood changes 

7%, compared to 4% placebo incidence); palpitation (7%, compared to 5% placebo incidence); dyspnea, cough, and wheezing 
6%, compared to 3% placebo incidence); and nasal congestion, sore throat (6%, compared to 8% placebo incidence). 

There is also a large uncontrolled experience in over 2100 patients in the United States. Most of the patients had vasospastic or 
resistant angina pectoris, and about half had concomitant treatment with beta-adrenergic blocking agents. The relatively common 
adverse events were similar in nature to those seen with PROCARDIA XL. 

In addition, more serious adverse events were observed, not readily distinguishable from the natural history of the disease in 
these patients. It remains possible, however, that some or many of these events were drug related. Myocardial infarction 
occurred in about 4% of prins and congestive heart failure or pulmonary edema in about 2%. Ventricular arrhythmias or con- 
duction disturbances each occurred in fewer than 0.5% of patients. 

In a subgroup of over 1000 patients receiving Procardia with concomitant beta blocker therapy, the pattern and incidence of 
adverse experiences was not different from that of the entire group of Procardia treated patients (See PRECAUTIONS.) 

In a subgroup of approximately 250 patients with a diagnosis of congestive heart failure as well as angina, dizziness or light- 
headedness, peripheral edema, headache or flushing each occurred in one in eight patients. Hypotension occurred in about one in 
20 patients. Syncope occurred in approximately one patient in 250. Myocardial infarction or symptoms of congestive heart failure 
each occurred in about one patient in 15. Atrial or ventricular dysrhythmias each occurred in about one patient in 150. 

In post-marketing experience, there have been rare reports of exfoliative dermatitis caused by nifedipine. 


More detailed professional information available on request. Revised July 1990 





COMING EVENTS 


Clinical Computing Course Offered | 


The Harvard Medical School is 
offering *Clinical Computing 
and Patient Care: What the Clin- 
ician Needs to Know" on Oct. 1 
and 2 at the Sheraton Boston 
Hotel & Towers in Boston. 

This course is designed to help 
clinicians influence the direction of 
computing attheir hospitals. Most 
U.S. hospitals have computer sys- 
tems, but most were purchased for 
accounting functions and they do 
not fully meet the needs of the doc- 
tors and nurses. Many hospitals 
are planning major hardware or 
software purchases, and good 
administrators have asked for the 
input of clinicians into these pur- 
chase decisions. This course is 
designed to give clinicians the 
information they need to ask dis- 


Oct. 8-9 

Florida Heart Institute at Florida 
Hospital, “Current Modalities in 
Acute Care: Card. Hem/Onc., Neur, 
Ortho and Risk Management,” 
Stouffer Grand Beach Resort, St. 
Thomas, V.I. More information, 
(800) 669-1575. 


Oct. 8-10 

Shadyside Hospital, “Family Physi- 
cians Approach to Important Clin- 
ical Problems,” Westin William 


Penn, Pittsburgh. More informa- 
tion, (412) 623-2393. 


Oct. 9-10 

Institute for Medical Studies, “Car- 
diology Update: Clinically Oriented 
Review Plus Hands-On Work- 
shops,” Pittsburgh. More informa- 
tion, (800) 248-9955. 


Oct. 9-11 

Futura Media Services, “Cardiac 
Pacing Update 1992,” Wyndham 
Paradise Valley, Scottsdale, Ariz. 
More information, (914) 241-3295. 
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criminating questions and under- 
stand the answers. 

Clinicians who take “Clinical 
Computing in Patient Care” will 
learn about the design principles 
used in the country’s most suc- 
cessful computing systems, ques- 
tions they should ask vendors, 


. functions needed for good clini- 


cal computing, and the socio- 
political barriers to good clinical 
computing. : 

The course is directed by Dr. 
Charles Safran, director of 
research at the Center for Clini- 
cal Computing at the Harvard 
Medical School. For information 
or to register, contact Lori Ger- 
shaw, 444B Broadway, #218, 
Saugus, Mass. 01906; (617) 324- 
2202. 


Oct. 9-11 

Medical College of Georgia School 
of Medicine, “Frontiers in Nutri- 
tion,” Hilton Head Island, S.C. 
More information, (800) 221- 
6437. 


Oct. 9-11 

Oregon Health Sciences University, 
“Salishan Conference: Cardiology 
in Primary Care Medicine,” Salishan 
Lodge, Gleneden Beach, Ore. More 
information, (503) 494-8700. 


Oct. 9-12 
Harvard Medical School Deparment 
of CE, “Clinical Cardiac: Electro- 
physiology,” Park Plaza Hotel, 
Boston. More information, (617) 
432-1525. 


Oct. 10-12 

St. Luke’s Hospital Department of 
Medical Education; Mid-America 
Cardiology Associates, “Workshop 
in Stress Echocardiography,” 
Orlando, Fla. More information, 
(816) 932-2220. 


| Oct. 10-14 


International Society for Heart 
Research, “14th World Congress on 
Heart Research,” Kobe, Japan. 
More information, (813) 
3586.8691. 


Oct. 11-14 

Mayo Clinic/Mayo Foundation, 
“7th Annual Symposium: Echocar- 
diography in Congenital Heart Dis- 
ease,” Mayo Clinic, Rochester, 
Minn. More information, (507) 
284-2509. 


Oct. 11-15 
American College of Rheumatology, 
“56th Annual Scientific Meeting,” 
Georgia World Congress Center, 
Atlanta. More information, (404) 
633-3777. 


Oct. 11-16 

American College of Surgeons, 
“78th Annual Clinical Conference,” 
New Orleans Convention Center, 
New Orleans, La. More informa- 


tion, (312) 664-4050. 


Oct. 12-14 

Memorial Sloan-Kettering Cancer 
Center; European School of Oncology, 
“Nutrition and Cancer,” Milan, Italy. 
More information, (212) 639-6754. 


Oct. 12-15 

American College of Cardiology, 
“Clinical Electrocardiography: Car- 
diovascular Board Review,” Uni- 
versity Place Executive Conference 


Center, Indianapolis. More infor- 
mation, (800) 257-4739. 


Oct. 13-16 

American College of Physicians, 
“Office Management of Common 
Medical Disorders,” Guthrie Inn 
and Conference Center, Sayre, Pa. 
More information, (215) 351-2429. 


Oct. 13-16 

Northwestern University Medical 
School, “Echo Chicago ‘92,” North- 
western University, Chicago. More 
information, (312) 503-8533. 
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Oct. 13-18 

American Academy of Family Physi- 
cians, “1992 Annual Meeting: Issues 
in Geriatrics,” San Diego Conven- 


tion Center, San Diego. More infor- 
mation, (816) 333-9700. 


Oct. 14-16 

University of Wisconsin Office of 
CME, “Nuclear Cardiology Sym- 
posium,” Marc Plaza Hotel, Madi- 
son, Wis. More information, (608) 
263-2856. 


Oct. 15 

Deaconess-Central Medical Center, 
“Ethics in Caring II: Rationing of 
Health Care, Medical Goals in an 
Aging Society,” Missouri Botanical 
Garden, St. Louis. More informa- 
tion, (314) 768-3006. 


Oct. 15-18 

American Institute of Medical Edu- 
cation, “Violence in America: Psy- 
chological and Sociological Per- 
spectives,” Omni Shoreham Hotel, 
Washington, D.C. More informa- 
tion, (800) 348-8441. 


Oct. 15-18 

American Society of Internal Me- 
dicine, “36th Annual Meeting of the 
American Society of Internal Me- 
dicine,” Hilton Hawaiian Village, 
Honolulu. More information, 
(202) 289-1700, Ext. 615. 


Oct. 15-18 

University of Alabama at Birming- 
ham Echocardiography Laboratory, 
“2D, Conventional, Color Doppler 
and Transesophegeal Echocardiog- 
raphy,” Callaway Gardens, Pine 
Mountain, Ga. More information, 
(205) 934-8256. 


Oct. 15-18 

UCLA Extension, “Office Gynecol- 
ogy: A Primer for the Primary Care 
Physician,” Maui Intercontinental 
Resort, Maui, Hawaii. More infor- 
mation, (310) 206-8983. 
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Oct. 16-17 

Institute for Medical Studies, “Car- 
diology Update: Clinically Oriented 
Review Plus Hands-On Work- 
shops,” Boston. More information, 


(800) 248-9955. 


Oct. 19-22 

Loma Linda University School of 
Medicine, “17th Annual Primary 
Care Update,” San Bernardino 
Hilton, San Bernardino, Calif. More 
information, (714) 824-4963. 


Oct. 21-23 

University of Minnesota Medical 
School Office of CME, “Internal 
Medicine Review,” Radisson Hotel 
Metrodome, Minneapolis. More 
information, (612) 626-7600. 


Oct. 22-23 

University of Tennessee College of 
Medicine, Chattanooga Unit, “ Crit- 
ical Care Medicine,” Chattanooga 
Choo-Choo Holiday Inn, Chat- 
tanooga, Tenn. More information, 
(615) 778-6884. 


Oct. 22-24 

American College of Cardiology, 
“New Techniques and Concepts in 
Cardiology,” Hyatt Regency Hotel, 
Washington, D.C. More informa- 
tion, (800) 257-4737. 


Oct. 22-25 

American Association of Cardio- 
vascular & Pulmonary Rehabilita- 
tion, “1992 Annual Meeting,” 
Hyatt Regency O’Hare, Rosemont, 
Ill. More information, (608) 831- 
6989. 


Oct. 23-24 

Institute for Medical Studies, “Car- 
diology Update: Clinically Oriented 
Review Plus Hands-On Work- 
shops,” Miami. More information, 
(800) 248-9955, 


Oct. 25-28 

Medical Group Management Asso- 
ciation, “MGMA 66th Annual Con- 
ference,” Marriott Orlando World 


Center, Orlando, Fla. More infor- 
mation, (303) 799-1111. 


Oct. 26-28 
Mayo Clinic/Mayo Foundation, 
“Clinical Reviews,” Mayo Clinic, 


Rochester, Minn. More informa- 
tion, (507) 284-2509. 


Oct. 26-30 

American College of Chest Physi- 
cians, “58th Annual Scientific 
Assembly: Cardiopulmonary Top- 
ics,” Hyatt Regency Hotel, Chicago. 
More information, (708) 498-1400, 
Ext. 165. 


Oct. 29-31 

American Society of Bariatric Phy- 
sicians, “42nd Annual Symposium 
on Obesity and Related Topics,” 
Westin Hotel, Chicago. More infor- 
mation, (303) 779-4833. 


Oct. 29-Nov. 1 

Lloyd Noland Hospital, * Advances 
and Controversies in Internal Med- 
icine Seminar," The Greenbrier, 
White Sulphur Springs, W. Va. More 
information, (205) 783-5276. 


Oct. 30-31 

Institute for Medical Studies, “ Clin- 
ically Oriented Review Plus Hands- 
On Workshops," Phoenix, Ariz. 
More information, (800) 248-9955. 


Oct. 30-Nov. 1 

American Association for the Study 
of Headache, *Fall Postgraduate 
Course: Comprehensive Course in 
Mechanisms and Management of 
Headache,” Stouffer Mayflower 
Hotel, Washington, D.C. More 
information, (609) 845-1720. 


Oct. 31-Nov. 3 

American Association for the Study 
of Liver Diseases, *Annual Meet- 
ing, Postgraduate Course: Hepatic 
Transplantation," Chicago Mar- 
riott, Chicago. More information, 
(609) 848-1000, Ext. 213. ial 


Physicians and Computers 





COSTS SO 
LITTLE. 





DOES SO 
MUCH. 


MediSoft Patient Accounting software can transform your office 
computer into a powerful practice management tool. Although 
MediSoft costs only $99, it delivers all of the major features of 
healthcare software costing up to 50 times more. And a full 
30-day money back guarantee means you can try it at absolutely 
no risk. Over 11,000 practices are now using this extraordinary 
software as the foundation of their office management 
operations. MediSoft can help you: 


INCREASE CASH FLOW. Electronic Claims Submission feature 
produces insurance payments in as few as seven days * Instant error 
notification saves time * No special training or expensive hardware 
required 

IMPROVE COLLECTIONS. Automatically print your custom collection 
messages on patient statements * Pinpoint late payments with patient 
and insurance aging reports 

PREPARE INSURANCE BILLING FASTER. Print standard HCFA- 
1500 forms or let our FORMATTER help you customize forms to fit 
your specific needs 

MAKE ACCOUNTING EASY. Use your accounting information in 
other programs without re-entering the data ° Patient ledgers ° Aging 
reports * Statements * Daysheets * Transaction journals * Practice 
analysis reports ° Even birthday lists — print any or all with a simple 
command 

SCHEDULING IS A SNAP. Keep appointments for up to 30 staff 
members and print daily appointment lists with OFFICE HOURS™ 
scheduler 

HELP IS ON THE LINE. Toll-free help and nationwide training 


seminars when you need assistance 








Because MediSoft works the way your office works, you'll be 
utilizing its powerful functions within hours; its user-friendly 
instruction manual, search windows, pop-up-help screens in 
every function and a complete tutorial explain everything. 

If you have a question, call our 800 
number HELPLINE or 

attend one of our training 

classes in major cities across 

the country. 


Try MediSoft. If you're not 
satisfied, return MediSoft 
within 30 days for a full 
refund. At only $99, 
MediSoft costs so little — 
but does so very much. 





Here’s what some users say: 


"This is a sincere letter of thanks for the production of MediSoft, 
an excellent yet wonderfully affordable program that we are 
using to run our pediatric office.” 


Paul M. Kinnaird, Jr.. M.D. i —— VW i 
MEDI" i J I | ay all Now. 





“We have seen numerous medical software packages, and the IW Mh 
costs of some of these compared to MediSoft is unbelievable. 
MediSoft affords us all the facilities of these expensive PATIENT ACCOUNTING 
programs without the high cost.” 
Sol Tabachnick, Consultant A product of The Computer Place Inc. Mesa, Arizona 
(602) 892-5120 


Hardware Requirements: MediSoft Patient Accounting requires an IBM or compatible computer (XT, AT, PS/2, 386, 486) with 448K available RAM, MSDOS 3.1 or above, hard disk, one 5.25” 
, or 3.5" floppy disk drive, and color or monochrome monitor. Reports, statements and insurance claims may be printed on an 80 or 132 column dot matrix, laser, daisy wheel or ink jet printer. 


Affordable Healthcare Software VISA/MasterCard Accepted 


30-day Money Back Guarantee 








DIAGNOSTIC TOOLS 





HAVE CHANGED. 


The ever-expanding knowledge base needed 
for patient care can be a source of frustration. Access 
to medical literature does not always solve the 
problem. Having a sub-specialist immediately available 
for consultation would be ideal, but is seldom practical. 

Introducing Iliad”. A medical expert system as 
close as your computer, at a price you can afford. 

Iliad was designed to expand your differential 
diagnosis capabilities, yet streamline the process by 
delivering only relevant information. 

It's a simple to use, interactive program with a 
knowledge base developed by nationally-known 
specialists. You get access to key literature from the 
Year Book of Medicine, including abstracts and 
editorial comments by specialists. 


Enter patient information and consult the data 
base for clinical information while Iliad provides a list 
ofrelated key questions. Additional patient data can 
be entered, or changed and a list of possible diagnoses 
along with the likelihood of their presence can be 
consulted. 

The medical knowledge base and the decision 
rules underlying the differential diagnosis can be 
reviewed at the click of a button. And the knowledge 
base for each disease includes the overall prevalence 
and probability of observing each clinical finding in 
patients with and without the disease. 

Hire an in-house specialist: Iliad. Call now for a 
free demo disk. 1-800-441-0154. 


ILIAD 


Iliad is a registered trademark of Applied Informatics, © 1991. Year Book of Medicine is a trademark of Mosby-Year Book. 


